Scientific Assembly, Los Angeles, March 28-31 


ASSEMBLY PROGRAM, page 150 * HOTEL RESERVATION FORM, page 166 


UNIVERS, 
G 


OF MICH; 


MED 
/ MEDICAL 


f 

: ® 


Pablihed ty 
THE AMERICAN ACADEMY OF GENERAL PRACTICE 


Common Sense in Diets 


LOUIS F. RITTELMEYER, JR., M.D. 


Respiratory infections in Infants and 


Children SAMUEL F. RAVENEL, M.D. 
October 1954 
ed | Acute Upper Respiratory Infections 


Volume X = Number 4 latrogenic Disease MARK H. LEPPER, M.D. 


Palliative Treatment of Metastatic Cancer 
of the Breast 
J. M. RUKES, M.D. and M. GALANTE, M.D. 


COMPLETE CONTENTS PAGE 3 


TY 


AN 


NOV ; 
18 1954 
Pa 4 
& 
4 
| 
z 7% 
de 
| 
| Ay 


Nitranitol 
Rauwolfia 


with | 


. slower acting R 


i hypotensive and 


in symptom. relief. 


Nitranit 


Nitranito! B.S. 

for direct vasodilation plus the 
added central hypotensive and 
calming actions of Rauwolfia 
serpenting 

Mannitol hexonitrate - 32 Ing, 

auwoltia serpenting 

(alseroxylon fraction) . 0.5 mg. 


Nitranitol 


Nitranitel with Phenobarbital 
for the nervous hypertensive 


Mannitel hexanitrate . $2 mg. 
Phenobarbital... mg. 


Nitranitel with Phenobarbitai 
and Rutin* 


for protection in capillary 


fragility 

with 20 mg. 
Nitrenite) with Phenodarbiial 
and Theophylline” 

in threatened cardiac failure 
with Theophylline - » 100mg. 


Nitranitol P,V.* 
in refractory cases 


clkaloidal.. fraction Vergtrum 
siv 


R.S. 


DOSAGE: In blood pressures 
over 200 systolic, 2 tablets four 
times daily. In other Cdses, 
or 2 tablets every four to six 
hours. 


NOTE: Nitranito! is exception- 
ally stable, @ssuring uniform 
potency, so important in medi- 
cation for your hypertensives. 


*Each contains manniio! hexanitrate 
82 mg. and phenobarbital 16 m3. 


| 
tandem action for safe, gradual, prolonged relief = 
for prompt relief of distressing 
hypertensives... no jolting of the vasomo 
reflexes... side effects are uncommon, = % | 
for a more norm life sooner tor your-hypertensive patient 
INFORMATION 
Merrell 
te, gradual, prolon 
vasodilation a Since 1828 
TH) WM.S. ME if FOR OVER 125 YE 


October 1954 


CONTENTS 


VOLUME X + NUMBER 4 


GP is published monthly by the American Academy of 
General Practice. Materials for Publication should be ad- 
dressed to the Editorial and Business Offices: Broadway at 
Thirty-fourth St., Kansas City 11, Missouri. Publication Office 
(printer): 350 East 22nd Street, Chicago 16, Illinois. - One 
dollar a copy. By subscription: $5.00 a year to members of 
the American Academy of General Practice, $10.00 a year 
to others in U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries, Entered as second-class matter at the post office 
ct Kansas City 8, Missouri. Additional entry at Chicagor 
lilinois. » Printed in U.S.A. by R. R. Donnelley & Sons Company 
at The lakeside Press, Chicago. Copyright, 1954 by the 
American Academy of General Practice. 


TRADE MARK REGISTERED U. S. PATENT OFFICE 


ARTICLES 


Common Sense in Diets . . . . . 34 
Louis F. Rittelmeyer, Jr., M.D. 
Requirements of special diets—discussion of some of the more 


commonly used diets. 


Respiratory Infections in Infants 


Samuel F. Ravenel, M.D. 
Drug therapy, supportive therapy, and humidification. 


Acute Upper Respiratory Infections . 49 
William S. Jordan, Jr., M.D. and 
John H. Dingle, M.D. 
A discussion of their management and a review of progress 


in the common cold field. 


What the Family Doctor Should 

Know About Cataract. . . . . . 57 
Daniel B. Kirby, M.D. and 
Edward P. Danforth, M.D. 
A discussion of the general practitioner’s role in diagnosis 
of cataract and in treatment of the patient who has one. 


Iatrogenic Disease. . 
Mark H. Lepper, M.D. 
A plea for a larger view of the physician’s responsibilities to 
his patients. 
Emergency Care of the 
Injured Patient .. 
Einer W. Johnson, Jr., M.D., 
Henry W. Dodge, Jr., M.D., and 
Alfred Uihlein, M.D. 
A consideration of priorities in management of a patient 
having combined head and peripheral injuries. 
PRACTICAL THERAPEUTICS—Palliative 
Treatment of Metastatic Cancer 
of the Breast 
J. M. Rukes, M.D. and 


M. Galante, M.D. 
A review of medical and surgical methods. 


(Continued on page 5) 


& 
f 
‘ 
‘ 
| 
: 
| a 
GP October, 1954 3 


Cortnri L tablets 


(brand of hydrocortisone ) 


the predominant anti-rheumatic hormone, “...highly effective 

in suppressing the activity of the disease and... 

maintaining control of rheumatic manifestations.”! Side actions are 
“fewer and less pronounced.” 


i supplied:scored tablets, 10 mg. and 20 mg. 
ha also available:CORTRIL Topical Ointment 
CORTRIL Topical Ointment with TERRAMYCIN® ‘Hydrochloride 
CORTRIL Acetate Aqueous Suspension for intra-articular injection 
CORTRIL Acetate Ophthalmic Ointment 


TERRA-CORTRIL!Ophthalmic Suspension 
New easier-to-write, easier-to-remember name 


PFIZER LABORATORIES, Brooklyn 6, New York 
ua Division, Chas. Pfizer & Co., Inc. 


: references: 2. Boland, E. W., and Headley, N. E.: J.A.M.A. 148:981, March 22, 1952, 2. Boland, E. W.: M. 
Clin, North America. Philadelphia and London, W. B. Saunders Company, March, 1954, p. 337. 


*brand of oxytetracycline _ t brand of oxytetracycline and hydrocortisone 


| 


DEPARTMENTS 
Secretary’s Newsletter 

This Month’s Authors . . . . . 17 


The Family Doctor Can Be Heard . . . Palliative Treatment 
of Breast Cancer . . . Medical Consultation . . . Tuberculosis 
on “Skid Row” . . . Kerosene Poisoning . . . Pulmonary 
Stenosis . . . Across the Editor’s Desk: What Is a Specialist? 


Tips from Other Journals . . . . 95 


Chronic Discoid Lupus Erythematosus . . . Acute Appendi- 
citis... Oral Cholangiography . . . Geographic Distribution 
of Histoplasmosis . .. Transfusions for Wounds . . . Amebic 
Abscess of Liver . . . Essential Renal Hematuria . . . Isoniazid 
Unsuitable for Neurosis . . . Lymphocytic Thyroiditis . . . 
Colonic Carcinoma in Childhood . .. Cardiac Wounds . . . 
Cryptorchidism . . . Traumatic Subluxation of the Radial 
Head . . . Cancer in Chronic Ulcerative Colitis . . . Tests 
for Liver Metastases . . . Cervical Disk Syndrome . . . An 
Evaluation of Kiamox . . . Erythromycin in Pneumonia . . . 
Phenylbutazone for Hodghin’s Disease . . . Irreversible Shock 
... Aortic Grafts . . . Massive Gastrointestinal Hemorrhage 


Acute Lung Abscess .. . Meningitis Treated with Neo-Penil 
. . Nonparalytic Poliomyelitis 


Information Please 104 


Treatment of Myxedema . . . Migration of Ovum . . . Remis- 
stons of Diabetes . . . Cortisone for Shock . . . Negative 
Papanicolaou Test . . . Treatment of Seborrheic Dermatitis 
. . . Diagnosis of Respiratory Infections . . . Waterhouse- 
Friderichsen Syndrome . . . Choice of Digitalis Preparations 
. . . Puberal Gynecomastia in Males . . . Mumps Vaccine 


Business and Economics . 107 


Medical Education—Then and Now, by R. B. Robins, M.D. 
. . « Medicine’s Challenge—and Reply, by Holland T. Jack- 
son, M.D. . . . A Medical School Department of General 
Practice, by Robert A. Davison, M.D. . . . The Medical 
Assistant, by Frances L. Marold . . . Business Problem Clinic 
. .. Trends and Events in the Nation’s Capital . . . Danger: 
Words at Work, by John L. Bach 


Practitioner’s Bookshelf . 139 


Academy Reports and News . 151 


Seventh Annual Assembly Program Is Ready . . . Member- 
ship Mounts in Canadian College of General Practice . . . 
General News . . . News from the State Chapters... The 
General Practice Residency at Huey P. Long Charity Hos- 
pital, Pineville, Louisiana, by Lee Spring, M.D. 


. . « Visceral Epilepsy . . . Nitrogen Mustard in Systemic 
Lupus... Amyloidosis . Erythromycin in Diphtheria .. . . 279 


Index to Advertisers 


Better Calcium Assimilation 
With 


OYSTER SHELL CALCIUM 


Oyster shell calcium contains more pure 
calcium than any other known source 
(40%). It also contains 93 out of 96 
known minerals in balanced proportion. 


Stops Leg Cramps In 90% Of Cases 


Doctors report* that in 3,193 out of 3,478 
cases, OS-Cal or OS-Vim has alleviated or 
stopped leg cramps within 72 hours. Many 
doctors say, “I have not experienced a 
single case of leg cramps since using 
OS-Cal or OS-Vim as a source of calcium.” 


MARION LABORATORIES, Inc. 
Troost Ave. at 42nd St. Kansas City, Mo. 


*personal communications 


tablets 
actual size 


GP © October. 1954 


4 
‘ 
| 
g 
y 
| 
OS-Col with Vitamin D (tablets) 
5 


Gratifying relief from distressing urinary symptoms 


PYRIDIUN® 


(PHENYLAZO-DIAMINO-PYRIDINE HCL) 


In a matter of minutes, PyRIDIUM reaches the site 
of inflammation with a soothing local analgesic 
action that brings prompt comfort to patients 
suffering from the pain, burning, frequency and 
urgency of urinary infections. 

PyYRIDIUM is compatible with sulfonamides and 
antibiotics and may be administered concomi- 
tantly to provide a dual therapeutic approach 
embracing symptomatic relief and anti-infective 
action. 


SUPPLIED: 0.1 Gm. (14 gr.) tablets, in vials of 
12 and bottles of 50, 500, 1000. 


Pyripium is the registered trade-mark of Nepera 
Chemical Co., Inc. for its brand of phenylazo-diamino- 
pyridine HCl. Sharp & Dohme, Division of Merck 
& Co., Inc., sole distributor in the United States. 


SHARP & DOHME 
Philadelphia 1, Pa. 
Division of MERCK & CO., INc. 


GP « Volume X, Number 4 


| 
| 
~ 


National Officers. Commissions, and Committees 


THE AMERICAN ACADEMY OF GENERAL PRACTICE. 


Officers 


President, W. B. HitpeBranp, M.D., 216 Main Street, Menasha, Wisconsin 

President-Elect, Joun R. Fowier, M.D., Fowler Clinic, Barre, Massachusetts 

Vice-President, Joun R. Benper, M.D., Nissen Building, Winston-Salem, North Carolina 

Chairman of the Board, van C. Heron, M.D., 490 Post Street, San Francisco, California 

Treasurer, Houtanp T. Jackson, M.D., 1602 Medical Arts Bldg., Fort Worth, Texas 

Executive Secretary and General Counsel, Mac F. Cauat, J.D., Broadway at Thirty-fourth Street, Kansas City 11, Missouri 
Speaker of the Congress of Delegates, J. S. DETar, M.D., Milan, Michigan 

Vice-Speaker of the Congress of Delegates, James D. Murpuy, M.D., 1556 West Magnolia, Fort Worth, Texas 


Board of Directors 


Ivan C. Heron, M.D., San Francisco, California 
Fred H. Simonton, M.D., Chickamauga, Georgia 


Arthur S. Haines, M.D., 1680 Washington Road, Pittsburgh, Pennsylvania 


Joseph Lindner, M.D., 3405 Clifton Avenue, Cincinnati, Ohio 


Wiuuiam M. Sprout, M.D., 912 Equitable Building, Des Moines, lowa 
Cyrus W. Anperson, M.D., 224 Republic Building, Denver, Colorado 


E. I. Baumcartner, M.D., 25 Alder Street, Oakland, Maryland 
Wuuam J. SHaw, M.D., Lee Hospital, Fayette, Missouri 


Matcom E. Puetrs, M.D., 203 South Macomb, El Reno, Oklahoma 
U. R. Bryner, M.D., 508 East South Temple, Salt Lake City, Utah 


*Italics denote new members. 


Executive Committee: [van C. Heron, M.D., Chairman, 490 
Post Street, San Francisco, Calif.; W. B. Hitpesranp, 
M.D., Menasha, Wis.; Hottanp T. Jackson, M.D., Fort 
Worth, Tex.; John R. Fowler, M.D., Barre, Mass. 


Rosins, M.D., Camden, Ark.; A. S. Bristow, M. D., 
Princeton, Mo.; G. W. Crevetanp, Austin, Tex.; R. W. 
M.D., Portland, Ore. 


Commission on Education: WiLtiAM J. Suaw, M.D., Chairman, 


Finance Committee: Hottanp T. Jackson, M.D., Chairman, 
Medical Arts Building, Fort Worth, Tex.; ArcH WaALLs, 
M.D., Detroit, Mich.; A. E. Ritt, M.D., Saint Paul, Minn. 


Commission on Hospitals: Joun R. BenperR, M.D., Chairman, 
Nissen Building, Winston-Salem, N. C.; Arthur S. Haines, 
M.D., Pittsburgh; Walton C. Finn, M.D., Tucson. Ariz.; 
Jay B. Price, M.D., Cleveland; Cuartes C. Cooper, M.D., 
Saint Paul, Minn.; Joun G. Watsu, M.D., Sacramento; 
Marsuatt O. Hart, M.D., Tulsa, Okla.; Joun O. Boypn, 
Jr., M.D., Roanoke, Va.; Fioyp C. Bratr, M.D., Roches- 
ter, N. Y.; Paut S. Reap, M.D., Omaha, Neb. 


Commission on Legislation and Public Policy; MALCOM PHELPs, 
M.D., Chairman, 203 South Macomb, El Reno, Okla.; 
Merrill M. Cross, M.D., Silver Spring, Md.; Charles K. 
Rose, Jr., M.D., Allentown, Pa.; Walter L. Portteus, M.D., 
Franklin, Ind.; Harry T. Souruwortn, M.D., Prescott, 
Ariz.; Ctype Swett, M.D., Island Falls, Me.; R. B. 


GP © October, 1954 


Lee Hospital, Fayette, Missouri; Loren G. Shroat, M.D., 
Seattle, Wash.; Joseph Lindner, M.D., Cincinnati, Ohio; 
Carleton R. Smith, M.D., Peoria, Ill.; Jesse D. Risinc, 
M.D., Kansas City, Kan.; Atsert S. Dix, M.D., Mobile, 
Ala.; R. Vartan Stoan, M.D., Glendale, Calif.; Harotp F. 
Brown, M.D., Newton Centre, Mass.; E. S. McLarty, 
M.D., Galveston, Tex.; James L. Patterson, M.D., Logan, 
W. Va. 


Commission on Membership and Credentials: Wittiam M. 


Sprout, M.D., Chairman, 912 Equitable Building, Des 
Moines, Iowa; Earl D. McCallister, M.D., Columbus, 
Ohio; Jack M. Partain, M.D., San Antonio, Tex.; D. Wilson 
McKinlay, M.D., Spokane, Wash.; R. Draper, 
M.D., Dorchester, Mass.; Frep Simonton, M.D., Chicka- 
mauga, Ga.; Daniet Bettz, M.D., Los Angeles; CrypE 
W. Mutter, M.D., Wichita, Kan.; A. E. Rrrr, M.D., Saint 
Paul, Minn.; Vincent P. Branpino, M.D., New Orleans. 


| 
; 
‘ 
a 
> 


proved therapy in alcoholism 


"ANTABUSE: 


brand of DISULFIRAM (tetraethylthiuram disulfide) 


. . the most important advance in the medical management of chronic alcoholism . . 


“Antabuse” gives the patient a forceful and immediate 
reason for not drinking . . . he finds he cannot drink 
without experiencing extreme discomfort. By keeping 
the patient away from alcohol, “Antabuse” serves as 


a valuable adjunct to psychotherapeutic measures. 


* Feldman, D. J., and Zucker, H. D.: J.A.M.A. 153:895 (Nov. 7) 1953. 


— 

| 
| 

of 

: the alcoholic 
= 

Gs supplied in 0.5 Gm, tablets (scored), bottles of $0 and 1,000. 

Ayerst Laboratories New York, N. Y. + Montreal, Canad: 

12 GP Volume X, Number 4 


Publication Committee: John F. Mosher, M. D. Chairman, 
Church Street, Coeymans, N. Y.; Daniel M. Rogers, M.D., 
Wenham, Mass.; Robert M. Maul, M.D., Denver, Colo.; 
William E. Lotterhos, M.D., Jackson, Miss.; 1. Pumups 
Frouman, M.D., Washington, D. C.; Hottanp T. Jack- 
son, M.D., Fort Worth, Tex.; Ivan C. Heron, M.D. (ex- 
officio), San Francisco, Calif. 


Committee on Scientific Assembly: ANDREW S. Toms, M.D., 
Chairman, P. O. Box 602, Victoria, Tex.; Joseph S. DeVitt, 
M.D., Milwaukee, Wis.; Louis H. Weiner, M.D., Phila- 
delphia, Pa.; Francis P. Ruoaves, M.D., Detroit, Mich.; E. 
I. Baumgartner, M.D., Oakland, Md.; T. E. Rostnson, 
M.D., Salt Lake City, Utah. 


Committee on Constitution and By-Laws: James Perkins, 
M.D., Chairman, 227 Sixteenth Street, Denver, Colo.; 
Charles N. Wyatt, M.D., Greenville, 8. C.; John M. Felix, 
M.D., Honolulu, Hawaii; George L. Thorpe, M.D., Wichita, 
Kan.; O. T. Scamahorn, M.D., Pittsboro, Ind.; Howard J. 
Farmer, M.D., St. Johnsbury, Ve. 


Committee on Rural Health: Carrot, B. Anprews, M.D., 
Chairman, Box 367, Sonoma, Calif.; Norman H. Garpner, 
M.D., East Hampton, Conn.; George F. Bond, M.D., Bat 
Cave, N. C.; Murland F. Rigby, M.D., Rexburg, Idaho; 
Allen T. Stewart, M.D., Lubbock, Tex.; Fred Humphrey, 
M.D., Fort Collins, Colo.; Edmund K. Yantes, M.D., 
Wilmington, Ohio. 


Committee on Voluntary Prepaid Medical Care: Rosert E. Pur- 
tett, M.D., Chairman, 758 North Twenty-Seventh Street, 
Milwaukee, Wis.; H. Kenneru Scaturr, M.D., Chicago, 
Ill.; Francis T. Hopcres, M.D., San Francisco, Calif.; 
Thomas L. Dwyer, M.D., Mexico, Mo.; W. G. Richtmyer, 
M.D., Albany, N. Y. 


Mead Johnson Scholarship Award Committee: Frep H uMPHREY, 
M.D., Chairman, Box 113, Fort Collins, Colo.; M. B. 
Gusman, M.D., Oklahoma City, Okla.; Janie McSwain 
Topp, M.D., Lake Charles, La.; Fred Simonton, M.D., 
Chickamauga, Ga.; L. F. Rittelmeyer, Jr., M.D., Memphis, 
Tenn.; Edwin Connors, M.D., Bridgeport, Conn. 


Building Committee: JoHN R. Fowzrer, M.D., Chairman, 
Fowler Clinic, Barre, Mass.; W. A. Burcueter, M.D., 
Syracuse, N.Y.; M. B. Casesott, M.D., Kansas City, Mo.; 
Cuartes Netson, M.D., Beverly Hills, Calif.; M. C. Wic- 
intToN, M.D., Hammond, La.; Aaron Hortanp, M.D., 
Newark, N. J.; W. B. Watron, M.D., Belleville, Ill.; C. 
W. Anperson, M.D., Denver, Colo.; Georce H. Lemon, 
M.D., Toledo, Ohio. 


Committee on Insurance: Horace W. Esusacu, M.D., Chair- 
man, 4450 State Road, Drexel Hill, Pa.; Earn C. Van 
Horn, M.D., Cincinnati, Ohio; Amos N. Jounson, M.D., 
Garland, N. C.; Cecil F. Jorns, M.D., Houston, Tex.; Earl 
M. Lusk, M.D., Tulsa, Okla. 


Committee on 1955 State Officers’ Conference: JoHN G. WALSH, 
M.D., Chairman, 2901 Capitol Avenue, Sacramento, Calif. ; 
Donald H. Kast, M.D., Secretary, Des Moines, Iowa. 


M & R Award Committee: F. F. Pfister, M.D., Chairman, 916 
North Main, Webster, S. D.; Daryl P. Harvey, M.D., 
Glasgow, Ky.; James A. Peterson, M.D., Salt Lake City, Utah. 


Civil Defense Committee: W. H. Walton, M.D., Chairman, 
109 South High Street, Belleville, Ill.; Russell F. Fenton, 
M.D., Detroit; William F. Putnam, M.D., Lyme, N. H. 


GP © October, 1954 


a supply 
literature on request. 


u. s. vitamin corporation 


Casimir Funk Laboratories, Inc. (affiliate) 


— 
sc 
| SGHOLINE DINYORONEN 
tables INOSITOL 0.75 GAL 
Present in 1.2 Gm. 
Bottles of 100,250,500 and 1000 ca@p-~ 
sules, and 16 oz. and 1 on 


new 3 year study’ shows 


“beneficial effect” of 


DESITIN 


OINTMENT 


the pioneer external cod liver oil therapy 


in extensive dermatitis, diaper 
rash, severe intertrigo, 
chafing, irritation (due to 
diarrhea, urine, soaked diapers, etc.) 


Desitin Ointment is a 
cant amelioration” or practically . Ss Norwegian cod liver oil (with 
normal skin in 9634% of infants 
and children suffering intense and unsaturated fatty acids in 
edema, excoriation, blistering, Proper ratio for maximum 
> efficacy), zinc oxide, talcum, 
maceration, fissuring, etc. of con- tenatin, Bene 
tact dermatitis. This and other re- not liquefy at body temperature 
cent studies recommend Desitin 16 oF 
washed away by secretions, 
Ointment as “safe, harmless, sooth- 
ing, relatively antibacterial”...... 
protective, drying and healing.“ 


exudate, urine or excrements. 
Dressings easily applied and 
painlessly removed. Tubes of 
1 02z., 2 0z., 4 0z.; 1 Ib. jars. 


samples and reprint! available from - Grayzel H. Helmer, C. B., and Grayzel, R. W.: New 


1 

2. ane, H. G., and Kramer, B.: Archives 
DESITIN CHEMICAL COMPANY C., Bobroff, A., and Leviticus, 

4 


nd. Med. & Surgergy. 18:512, 1949. 
70 Ship Street e Providence 2, R. |. , rr R.: New York St. J. M. 50:2282, 1950 


GP « Volume X, Number 4 


a 
| 
| 
| 
4 
Al 
a 
| 
ff, y 
| 
14 
i 


Chis Month’s Authors 


Henry W. Dodge, Jr., M.D., 


consultant in Neurosurgery at the Mayo Clinic, Rochester, Minn., was formerly a Fellow in 
Neurosurgery at the Mayo Foundation and an Instructor in Neurosurgery on the Graduate 
Faculty of the University of Minnesota. Dr. Dodge received his medical degree from Columbia 
University College of Physicians and Surgeons, New York City. He is co-author with Dr. Einer 
W. Johnson and Dr. Alfred Uihlein of ‘Emergency Care of the Multiply Injured Patient.” Dr. 
Dodge served with the Army from 1944 to 1947, 


Mark H. Lepper, M.D., 


who is the author of “Iatrogenic Disease,” is associate professor of Medicine in charge of Preven- 
tive Medicine at the University of Illinois College of Medicine, Chicago. Dr. Lepper, who re- 
ceived his medical degree from George Washington University, Washington, D.C., was formerly 
an associate in Medicine at this university and a consultant in Internal Medicine at Walter Reed 
General Hospital, Washington, D.C. He served his internship at Sibley Memorial Hospital, 
Washington, D.C, 


Samuel F. Ravenel, M.D., 


clinical professor of Pediatrics at the University of North Carolina Medical School, Chapel Hill, 
has been engaged in the practice of his specialty in Greensboro, N.C. since 1925. He is pedia- 
trician-in-chief at the Moses H. Cone Memorial Hospital, Greensboro. Dr. Ravenel, who served 
as dean of the Southern Pediatric Seminar, Saluda, N.C. from 1936 to 1950, is well-qualified as 
the author of “Respiratory Infections in Infants and Children.” He is a graduate of Johns 
Hopkins School of Medicine, Baltimore. 


Louis F. Rittelmeyer, M.D., 


a member of the American Academy of General Practice, is assistant director of the Department 
of General Practice at the University of Tennessee College of Medicine, Memphis. A graduate 
of the Medical College of Alabama, Mobile, he served an internship at Mercy Hospital, Chicago, 
and a residency at City Hospital, Mobile. Dr. Rittelmeyer, author of “Common Sense in 
Diets,”’ was formerly engaged in the practice of general medicine in Lucedale, Miss. During 
World War II, he served twenty-one months with the Army Medical Corps. 


J. M. Rukes, M.D., 


who is an instructor in Medicine and Surgery at Stanford University, San Francisco, has worked 
as a Postdoctorate Fellow, under the Life Insurance Medical Research Fund, at the Metabolic 
Unit, University of California Medical Center. Dr. Rukes, co-author with Dr. M. Galante of 
“Palliative Treatment of Metastatic Cancer of the Breast,” was graduated from Washington 
University School of Medicine, St. Louis, and had internship and residency training at Massa- 
chusetts General Hospital, Boston, and at Barnes Hospital, St. Louis. 


GP October, 1954 


j 
> 
ly 
. 
17 


“This Wormy World” 


ANTEPAR' 


ROUNDWORMS 


£0. 


GP « Volume X, Number 4 


al 

i i t 

ate 

@ 

*SYRUP OF ‘ANTEPAR’ Citrate brag Piperazine Citrate, containing 
WeLicome .A.)INC., Tuckahoe 7, N.Y. 
: 


Yours Cruly.. . 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Stem the Ad Tide 


Dear Sir: 

This is in response to your request in the July issue of 
GP regarding direct mail advertising. 

I do not really have time to send you this letter, but 
if it will help to stem the flow of mail advertising I have 
to wade through, then I can afford the time. There is too 
much duplication of products until I cannot remember the 
name of one product. 

For example, I want to write an R for one of the new 
antihypertensives using Rau something or other. Because 
I have been super-detailed by mail on so many different 
products, the result is I cannot remember the name of any 
one in particular and so cannot properly prescribe the new 
drug. I am even in favor of government control of drug 
houses; I think the government should manufacture the 
drugs. This would eliminate all competition. I would only 
have to remember one name for each type of drug, see one 
detail man, and probably read a list once monthly. Tell this 
to the drug houses! 

I wish you luck in your efforts to curb direct mail ad- 
vertising. I admit my fireplace will suffer as a result. 

Rosert A. Heesner, M.D. 
Compton, California 


Fortunately for economic and scientific progress in Amerwa, 
most doctors take a less severe attitude. See our memo on page 
7 of last month’s issue.—PUBLISHER. 


Insure M.D.’s Health 
Dear Sir: 

I am receiving your splendid journal and I assure you it 
is invaluable to me. I am an inactive member of the AAGP. 
At present I am with the Korean Military Advisory Group 
stationed near Kwangju City in Cholla Namdo Province, 
Korea. We act in an advisory and training capacity to Korean 
officers. In my work I use GP as a teaching aid. 

For a long time I have wanted to say something in regard 
to the health care of physicians and their families. On page 
31 of the May issue of GP you mention the disinclination 
of a physician to bother a busy fellow physician with the 
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health problems of his family or himself. He just doesn’t 
want to impose on the good nature of the other doctor 
knowing he will not have the privilege of paying for the 
services or the right to demand or criticize in any way in 
case negligence is obvious. 

It seems to me that one possible solution to this problem 
would be for every doctor to carry sufficient health insurance 
on his family to care for all fees, and that a normal charge 
should be made to the insurance company to cover profes- 
sional fees in the care of another physician or his family. 
I believe this would put both the consultant and the re- 
cipient of professional courtesy at ease. I think if the com- 
pensation were thus handled by a third disinterested party, 
i.e. the insurance company, the awkwardness of the “pro- 
fessional courtesy” psychology would be dispelled. Very 
probably, there would be much less hesitancy on the part 
of the physician or his wife to seek medical counsel and care. 

Furthermore, when a physician seeks the aid of a fellow 
practitioner concerning his wife’s or his own illness the 
matter should be put on an objective and businesslike basis. 
The problem should be taken out of the husband’s hands 
by one or more consultants who would bill the insurance 
company for their services. The husband should never be 
obliged to share in the diagnostic responsibility because he 
is too emotionally involved to think clearly and objectively 
concerning his wife. By the same token, the doctor shouid 
never be asked to be a consultant in his own illness. 

**He who hath himself for a physician hath a fool for a 
patient.” 

The insurance coverage should apply to dental care and 
hospital charges as well. 

I hope you will print this. Perhaps it will provoke some 
thought by those who are in a position to remedy a situation 
wherein the doctor and his family are neglected in matters 
of periodic health care. 

Capt. M. S. Bartterr, M/C 
APO San Francisco, California 


“Bound” To Be Useful 


Dear Sir: 
I am inclosing a $10 check for the 1953 and 1954 ‘Ab- 
stracts.” If “Abstracts” for °51 and °52 are available, I would 
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appreciate receiving a copy of each and I will forward a 
check for them immediately. 

May I say that the last two years’ “Abstracts” are a wealth 
of modern medical information which every physician in 
active practice should have for quick reference and as a 
valuable aid in doing a better job in medicine. 

I am happy to say that I am a charter member of the 
Academy and regard GP the best of my ten monthly medical 
journals which I survey with great interest each month. 
Beginning with Volume I, I have bound all my GP’s myself. 
The system is very easy, yet practical and inexpensive. 

At the end of each volume year (six copies) I make a 
cover of heavy bluish gray paper which is obtainable in any 
printing shop. The only tools necessary are a leather punch, 
a hammer, wooden or lead block, heavy cord, and a long 
heavy needle. 

On the outside of the cover, in immediate view, I enter 
the name of the journal, the volume number and year, and 
then under each month I list the title of each article which 
is handy for quick reference. 

Rosert I. BarickMan, M.D. 
Streator, Ill. 


We regret to inform Charter Member Barickman that the 1951 
and °52 “Abstracts” are no longer available. We would recom- 
mend his evaluation of this unique publication to others who 
have not yet discovered it. We are happy, also, to pass along his 
simple, inexpensive method of preserving back copies of GP. 

—PUvBLISHER 


“Abstracts,”” Take a Bow! 


Dear Dr. Rardin: 
May I congratulate you on “Abstracts.” I think this is 
a remarkable job of condensation and am amazed at how 
much material can be. put in so little space. 
Grorce Crite, Jr., M.D. 
Cleveland Clinic 
Cleveland, Ohio 


As an exhibitor at your last four meetings, I believe pub- 
lication of ‘Abstracts” is of considerable importance. You 
are to be complimented particularly on the handling of 
exhibits in this edition. The message is crystallized in 
permanent form, so the physician can digest it at leisure. 
**Abstracts” represents a projection, in both time and space, 
of the essence of the Assembly. For the general practitioner, 
therefore, it is worth its weight in gold. 

W. D. Snivety, Jr., M.D. 
Mead Johnson and Company 
Evansville, Indiana 


Your Editorial Committee is to be congratulated on this 
excellent volume of “Abstracts,” which I intend to read 
from cover to cover so I may become acquainted with the 
other exhibits, which I did not have an opportunity to 
study while at Cleveland. 

Watter W. M.D. 


Springfield, Mass. 


REGISTERED TRADEMARK FOR THE UPJOHN BRAND OF METHSCOPOLAMINE BROMIDE 
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Several members of my staff, who have had an opportu- 
nity to see my copy of “Abstracts,” feel there are many 
things of value to them in this concise book. We were also 
pleased with your presentation of our exhibit material. 

Louis T. Patumso. M.D. 
Chief, Surgical Service 
Veterans’ Administration Center 
Des Moines, Iowa 


My copy of “Abstracts” arrived yesterday and I cer- 
tainly am enthusiastic about it. This book should render 
a very useful service—it contains a great deal of information 
that is not usually obtainable. 

Fay A. LeFevre, M.D. 
Cleveland Clinic 
Cleveland, Ohio 


The outlines in “Abstracts” are most complete and 
thorough, and contain all the useful information in read- 
able, readily available form. 

JoserH Hucues, M.D. 
Philadelphia, Pa. 


You have arranged the material in “Abstracts” in a con- 
cise, practical manner, making it easy to get at the meat of 
each presentation. There is a lot of good reading, sharply 
outlined and readily available for practical application. 

R. Russet Best, M.D. 
Omaha, Neb. 


Someone has done an excellent job on “Abstracts.” If 
the program were printed in full, few would have time to 
read it. The wheat has been well separated from the chaff 
in the present form, so one can pick it out and refresh his 
memory with the greatest of ease. 

Ricuarp W. Teuinpe, M.D. 
Johns Hopkins Hospital 
Baltimore, Md. 


This is frankly the first time I have seen “Abstracts.” 
I found it stimulating reading, quite interesting and attrac- 
tive. I hope you keep on issuing them. 
Bruno Gesuarp, M.D. 
Director 
Cleveland Health Museum 
Cleveland, Ohio 


Research, Firsthand 


Dear Sir: 

I wish to extend my appreciation for the wonderful manner 
in which you handled my article, ‘Vaginitis,” which was 
published in the July issue of GP. My hope is that many 
other general practitioners will write in their observations. 
The greatest research laboratory in the world is the physi- 
cian’s office. You have opened up this great field. Up to now, 
we general practitioners have been denied recognition. 

Donatp G. Barton, M.D. 
Concord, N.H. 
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in angina pectoris... 
status anginosus 


PB, ENTOXYLON—combining the tranquilizing, 
stress-relieving, bradycrotic effects of Rau- 
wiloid® and the prolonged coronary vasodilat- 
ing effect of pentaerythritol tetranitrate 
(usually abbreviated PETN) — provides a 
completeness of treatment heretofore un- 
available to angina patients. 
Therapy in depth—a wholly new principle 
in angina therapy —for the first time encom- 
passes effective treatment for cause-and-effect 
mechanisms, which goes deeper than the 
superficial plane of relief afforded by simple 
® Reduces nitroglycerin needs. coronary vasodilatation. 
® Reduces severity of attacks Pentoxylon is not a substitute for nitro- 
® Reduces incidence of attacks glycerin. Continued therapy with Pentoxylon 
® Increases exercise tolerance can be expected to reduce markedly or abol- 
® Reduces tachycardia ish nitroglycerin requirements, and greatly 
® Reduces anxiety, allays appre- relieve the apprehension of the patient who 
Pcs lives in continuous dread of the next attack. 
Each long-acting tablet of _Pentoxylon 
® Does not lower blood pressure contains pentaerythritol tetranitrate (PETN) 
in normotensives 10 mg. and Rauwiloid 1 mg. 
® Produces objective improve- Dosage: one to two tablets q.i.d., usually 
ment demonstrable by EKG. at mealtime and before retiring. 


Descriptive brochure on request. Available in bottles of 100 tablets. 
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Editorials 


The Family Doctor Can Be Heard 


RECENTLY WE REPORTED here on the tabulated results 
of public press items arising out of the Cleveland 
Assembly, as supplied by our news clipping bureau. 
Mention was made, without particular emphasis, 
that the two items receiving the greatest attention 
from newspapers and science writers related to pre- 
sentations by two Academy members. Dr. Robert 
Myers’ talk ‘‘Medical Complications in Pregnancy” 
led all other lectures and symposia. Dr. Herbert 
Chamberlain was head and shoulders over the other 
fifty-nine scientific exhibits with his ‘At Birth DPT 
Immunization.” 

The competition in both instances included some 
of the top names among the nation’s specialists. 

To avoid any accusation of bias or nonobjectivity, 
let us hasten to point out that other speakers and 
exhibitors also made outstanding contributions to 
medical knowledge in Cleveland. We also recognize 
that the interest evinced by the lay press is not the 
principal scale (or even the most accurate) upon 
which to weigh the quality of scientific or medical 
teaching. The subjects presented by the two Acad- 
emy members were naturally “good copy.”” Many of 
the other papers and exhibits, of equal value to the 
practicing physician, elicited no interest among lay 
editors. 

Nevertheless, we can attach some significance to 
the fact that the two Assembly features which were 
considered of greatest interest to the families of 
America, were both presented by family doctors. 
Perhaps there is something in the general practice 
of medicine that evokes the public interest. We 
know the general practitioner thinks of his patients 
as whole individuals, oriented against their familial 
and community backgrounds. When that physician 
is called upon for a scientific presentation before his 
peers, perhaps his instinct and training shape that 
presentation in terms of patient interests, which the 
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patient himself more readily understands and ap- 
preciates. 

If that be true, the last Assembly amply demon- 
strated that the condition has no limits of geography 
or community size, since one of these men practices 
in the second largest city in Missouri, the other in a 
south central Ohio town of 1,200 population. 

We hope it also demonstrates that in the Assem- 
bly, as in GP, the individual who has something 
worth while to say need not lack a rostrum from 
which to say it. A real contribution to medical pro- 
gress and the ability to present it are the only neces- 
sary tickets of admission to the pages of this maga- 
zine or to the lecture platform or exhibit halls of the 
Academy’s annual meeting. 


Palliative Treatment of Breast Cancer 


WHEN PEOPLE CONSIDER a situation hopeless, they 
are not likely to try to do anything about it. The 
language is full of words that express their attitude 
—tolerant, resigned, submissive, pessimistic, de- 
feated—but these words describe a symptom, they 
do not define the cause. Actually this attitude is an 
emotional deficiency state—a lack of motivation. 

An editorial in GP for June, 1954, commented on 
the importance of this deficiency state in physicians’ 
dealings with cancer. There it was argued that a 
vicious circle exists. like this: 


lack of Motivation 
Pessimism Failure to Detect 
Cancer Early 
Mortality — 


It was suggested that, lacking a better way, some 
physicians might have to break this circle on faith. 


= 


* 
| | 
| 
| 


There have been plenty of precedents for acquiring 
motivation on faith, beginning with the time Noah 
built an ark. 

Of course, being scientific men, physicians much 
prefer objective reasons for gaining motivations or 
losing pessimisms. Opportunely, this month’s 
‘Practical Therapeutics” article provides some 
such reasons. It deals with the kind of problem that 
plagues every general practitioner—treatment of 
cancer in a stage that formerly was called “hope- 
less.”” Specifically, the article discusses what can be 
done for a patient having breast cancer that has 
progressed so that there is no prospect for surgical 
eradication of the tumor. The authors describe the 
various palliative measures that can be used to con- 
trol the growth of the neoplasm—even cause it to 
regress in some instances. The results they report 
are a logical extension of the argument previously 
stated in these pages, that pessimism has no place 
in the physician’s attitude toward cancer. 


Medical Consultation 


MEDICAL SCIENCE has become so complex that no 
longer can any physician expect to be expert in all 
of its ramifications. In fact the specialties of a few 
years ago have been so subdivided that the old story 
about right and left leg doctors has almost come 
true. Methods for the care of the more commonplace 
disorders are well known. Since the range of spe- 
cific and effective therapy has been so broadened, 
more and more of practitioners’ time can be devoted 
to unusual cases in which the diagnosis and treat- 
ment are on a less secure footing. It is not surpris- 
ing, therefore, that physicians frequently encounter 
diseases that they do not fully understand and 
where the treatment indicated either is in dispute 
or depends upon experimental work in the process 
of development. Under these circumstances, any 
doctor worthy of the name must not only welcome 
consultation with a man trained in the field par- 
ticularly involved, but must seek it. 

An impression still lingers in the minds of some 
practitioners that to seek advice from another doc- 
tor is to admit their own inadequacy. Nothing could 
be farther from the truth. When consultation is 
sought by a physician he is often surprised to find 
that the loyalty of his patient and the patient’s 
family to himself is increased, and although the 
consultant may solve the problem, much of the 
credit will come back to the referring doctor. 

The responsibilities of a consultant under these 
cireamstances are clear. His advice has been sought 


to solve a problem in which he is considered to be 
an expert. Once this has been accomplished, the 
patient must be returned to the referring physician. 
Any failure to regard the referring doctor as the 
patient’s principal physician and himself as the con- 
sultant would not only be unethical but would re- 
sult in his own professional suicide. This is par- 
ticularly true if one specialist asks the advice of 
another in the same field of practice. Its only ex- 
ception can be an instance in which one physician 
asks another to take over management of a case 
either because of the latter’s special ability or be- 
cause the wishes of the patient, transmitted through 
the first physician involved, make a change of 
doctors advisable and acceptable. 

The seeking of consultation can, of course, be 
carried too far and used to protect a doctor who is 
inadequately prepared in any field. Such a man is 
quickly recognized by physicians and patients alike. 
Nevertheless, many a poorly trained physician has 
been able to avoid trouble for himself and compli- 
cations for his patients by depending upon better 
trained men around him. Certainly, regardless of 
his own ability, it is better for a physician to sense 
the need for consultation and seek it himself before 
it is forced upon him by distraught relatives at the 
expense of their faith in him. 


Tuberculosis on “Skid Row” 


THE MOBILE X-RAY UNIT for tuberculosis case-finding 
has become a familiar part of the American scene. 
Used for the general population, it can be expected 
to turn up about one new case of tuberculosis for 
every 1,000 persons screened. Fortunately this is 
not a large yield, but there is no justification for 
complacency. As experience with this screening 
method has enlarged, it has been learned that the 
yield of new cases is likely to be considerably greater 
in certain groups of people. 

The incidence of discovery of new cases of pul- 
monary tuberculosis runs significantly higher in 
medical students, in hospital workers, in patients 
seen in doctors’ offices, and in patients admitted to 
hospitals. This emphasizes the importance of apply- 
ing case-finding techniques especially for these 
groups. However, with occasional exceptions, such 
application is mainly for the benefit of the persons 
in whom the disease is detected, and for their fami- 
lies. For various reasons, these groups of people 
probably do not constitute important reservoirs 
from which tuberculosis is disseminated to the gen- 
eral population. 
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Recently, Jones, Roberts, and Brantner have re- 
ported the results of screening a group of people in 
whom the incidence of active tuberculosis was 
alarmingly high and who did represent a serious 
public health menace. Their study, published in the 
Journal of the American Medical Association for July 
31, 1954, was concerned with 405 homeless men 
who were seen in the Salvation Army Men’s Social 
Service Center in Minneapolis. The great majority 
of these men were refugees from “skid row.” 
Routine chest films revealed fourteen new cases of 
tuberculosis, nine of them in an active stage. This 
gave a rate more than fifty-five times as high as for 
the general population during the same period. 

In retrospect, it is not surprising that tuberculosis 
was prevalent among these people. Their ages and 
their ways of living explain adequately their sus- 
ceptibility. But it is worrisome that this group has 
been relatively neglected when it comes to tubercu- 
losis case-finding. They are usually not covered in a 
general survey. They are likely to spread the disease 
within their own group. Moreover, as Jones and his 
colleagues noted, this is “a population group that 
is very likely to take temporary jobs as food handlers 
—cooks, cooks’ helpers, dishwashers, etc.—situa- 
tions in which the possibility of transmission of the 
disease to the general population is a factor.” Nor is 
this menace unique for Minneapolis. Surely the 
counterparts of these cases could be found in every 
large urban center in the United States. The 
authors concluded: 

“The homeless men quite probably constitute a 
primary source of reinfection for tuberculosis in the 
United States. Any public health program that has 
as its aim the eradication of tuberculosis in our 
population should take particular account of this 
segment of the population. The study points to the 
need for intensified case-finding surveys of the 
population of our ‘Skid Rows’ and of our rehabilita- 
tion centers,” 


Kerosene Poisoning 


ACGIDENTAL POISONINGS account for 400 deaths an- 
nually in children in the United States, and cause an 
unmeasured but enormous amount of sickness that 
does not end fatally. Although certain drugs are 
high in the list of causative agents, higher still in 
some communities is a common household article— 
kerosene. For example, in Radiology for June, 1954, 
Foley and his associates reported 101 cases of kero- 
sene poisoning in children between the ages of 8 
months and 2 years. These were children admitted 
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during a nine-year period to hospitals in north- 
western Vermont in an area with a population of 
75,000. They represented about 2 per cent of all 
hospital admissions of children under 2 years of 
age. Two of the patients died—a big loss when it is 
understood that this is a preventable disease. 
When a youngster drinks kerosene, illness devel- 
ops instantaneously. He coughs and gags and 
chokes. His breath and vomitus smell of kerosene. 
Many times, drowsiness and stupor develop within 


_ the first hour, but the serious damage is in the lungs, 


not the central nervous system. 

There has been some variation of opinion as to 
how kerosene involves the lungs. Some investigators 
have proposed that the agent is rapidly absorbed 
from the gastrointestinal tract and carried by the 
blood to the lungs where it volatilizes and then irri- 
tates the respiratory mucous membranes. However, 
the investigations by Foley and his co-workers indi- 
cate that aspiration and inhalation more probably 
account for the pulmonary lesions. 

In any event, kerosene has a violently irritating 
effect on the alveolar membranes—provokes a chem- 
ical bronchopneumonia that prevents proper inter- 
change of gases. When the damage is widespread, 
respiratory failure results. Fortunately, the whole 
process is rapid. The peak of involvement is reached 
in a matter of hours, and the lungs usually clear 
within a few days. 

The epidemiology of kerosene poisoning is ob- 
vious. The disorder is almost always a household 
accident. It is prevalent in areas where this agent is 
commonly used for cooking and lighting and start- 
ing fires. Only two factors are necessary: available 
kerosene and a little child. It is as simple as that. 

There are manifold ways in which kerosene is 
made accessible to little children. In a review of 
poisonings in children, in GP for August, 1952, 
Price stated: “One of the easiest ways to start a 
stove or grate fire is to throw kerosene on the kind- 
lings. Those who use this method occasionally keep 
the kerosene in a soft-drink bottle or small glass jar. 
If the receptacle is not well hidden, it is likely to be 
found by the small child, who, accustomed to 
liquids in glass containers, raises it to his lips and 
starts drinking.” The review by Foley and asso- 
ciates mentioned these examples: “One child was 
said to have sniffed kerosene from a 30-gallon drum 
from which the top was missing; another drank from 
a coffee can which was used to catch drippings from 
a leaky fuel line connected with an oil stove ; another 
drank from a can in the woodshed which contained 
kerosene used for soaking paint brushes, and still 
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another from a cup left on the kitchen table by the 
mother, who was treating the child for nits. In one 
case the kerosene was sucked from an open vent 
pipe of an oil stove, and in another it was taken from 
a soda bottle which had been left on the kitchen 
floor. Another child dipped his fingers in a feeder of 
an oil stove and sucked the kerosene from them for 
about half an hour, while still another drank from a 
can of kerosene which was kept on a window sill near 
the kitchen stove to be used for starting wood fires.” 

Therefore, like many other accidents, kerosene 
poisoning is usually a result of negligence and care- 
lessness. 

Of course the patients are not the careless ones. 
That would be a stiff accusation for a 2-year-old. 
Rather the burden of guilt is shared by the adults in 
the household, physicians, and those who are re- 
sponsible for making our laws. 

The householders are immediately guilty. They 
make the kerosene accessible, and when the acci- 
dent happens, they are the ones who are likely to be 
overwhelmed by remorse. 

But physicians also have a responsibility. Com- 
munity health authorities sometimes are preoccu- 
pied by more glamorous diseases like poliomyelitis 
and cancer and rheumatic fever. They have too little 
time and too few funds for educating people about 
something so mundane as accidents. And family 
physicians are even more personally concerned. 
They go into people’s homes. Their word carries 
extraordinary prestige. They are active workers in 
the prevention of tetanus and smallpox and diph- 
theria. But there are no immunizing injections for a 
coffee can filled with kerosene. 

As for the lawmakers—they too are negligent. As 
long as you can go to a filling station or a general 
store and buy a nickel’s worth of kerosene in a fruit 
jar or a milk bottle, there’s something wrong with 
the laws regulating the sale of potentially lethal 
agents. Just the requirement that a label be affixed 
would make some difference. Not that little children 
pay any attention to labels, but the sellers and buy- 
ers of kerosene would at least be reminded that it is 
dangerous stuff. The ubiquitous kerosene in an un- 
labeled quart glass jar is an accident on its way to 
happening. 


Pulmonary Stenosis 


Nor LONG Go, little harm resulted when a physi- 
cian dodged the intellectual challenge of accurate 
anatomical diagnosis of cardiac lesions. Such diag- 
nosis often had only academic interest and was rare- 


ly so important in prognosis and treatment as ap- 
praisal of cardiac function. 

So it was that a physician might be content to 
note that a patient had a murmur, without any effort 
to identify the structural factors that accounted for 
the murmur. 

Surgeons have changed all that. Their ability to 
repair cardiac structural defects has created an ob- 
ligation to know how to recognize or at least to sus- 
pect the existence of remediable lesions. In this cate- 
gory is congenital pulmonary stenosis. 

Most physicians will therefore be interested in 
the clinical discussion of this disease, recorded by 
Dimond and Lin in the Annals of Internal Medicine 
for June, 1954. 

These authors described twenty cases of pul- 
monary stenosis (without ventricular septal defect), 
proved by cardiac catheterization. There were no 
generalized stigmas of the disease; a normal physical 
habitus was the rule. Uniformly, there was a harsh 
systolic murmur along the left sternal border, vary- 
ing in intensity (grade 2 to grade 6), usually maxi- 
mal in the second and third intercostal spaces. 
Occasionally there was also a pulmonary diastolic 
murmur. The pulmonary second sound was absent 
in only five instances—a fact at variance with previ- 
ous teachings that emphasized absence of that 
sound as an important diagnostic criterion. Indeed, 
in cases of mild or moderate stenosis, Pz was some- 
times reduplicated or louder than Ag. Fluoroscopi- 
cally, there was usually some enlargement of the 
right ventricle, and the electrocardiogram corre- 
lated with this finding. Ordinarily, the lung mark- 
ings were normal—not “‘clear” and “ischemic” ex- 
cept in cases of severe stenosis. 

An important consideration in therapy is the site 
of stenosis—whether valvular or infundibular (in 
the right ventricle). Although these two varieties 
can best be differentiated by cardiac catheterization 
or angiocardiography, clinical contrasts were men- 


_ tioned by Dimond and Lin. Thus in valvular steno- 


sis, the murmur usually was loudest at the pulmonic 
area (somewhat lower in the other type), a diastolic 
murmur was more often present, post-stenotic dila- 
tation of the pulmonary artery was usually present 
and there was likely to be a lively pulsation of the 
main pulmonary artery. 

With the stimulation to diagnosis provided by 
the availability of surgical methods of treatment, a 
better appreciation of the incidence of congenital 
cardiovascular defects has been gained. So it is that 
pulmonary stenosis has turned out to be a rather 
common disorder. Although operative treatment of 
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the infundibular type, in the words of Dimond and 
Lin, is “far from ideal,” the valvular type can be 
readily corrected by the cardiac surgeon. Fortun- 


ACROSS THE 


What Is a Specialist? 


Now DON’T BE UNEASY; this has nothing to do with 
the old saw—‘more and more about less and less.” 
Rather, it’s an honest effort to appraise a word that 
is hard for people (including physicians) to define. 
The reason is obvious. Words, like money, have a 
habit of changing their values. And it’s sometimes 
easier to keep track of the current value of an Amer- 
ican dollar than to understand the current meaning 
of a word. “Specialist” (or “specialization”’) is a 
case in point. 

Issues can be dodged and questions begged by 
accepting that a specialist is a physician whose name 
is listed in The Directory of Medical Specialists—the 
catalogue of those certified by the eighteen Amer- 
ican specialty boards and their subsidiaries. How- 
ever, it can be argued that this definition is incom- 
plete. Thus, in his article on specialty practice, in 
the New England Journal of Medicine for July 8, 
1954, McKittrick wrote, “... In any city or town 
there are noncertified specialists whose experience 
and ability may exceed those of others who hold 
board certification.” Indeed, all physicians have 
known men like the urban general practitioner who 
was famous as a consultant in obstetrics and derived 
the greater portion of his income by serving as an 
anesthetist at a university hospital. But, as McKit- 
trick notes, “With the passage of time . . . there is 
reason to suppose that this group will gradually dis- 
appear, and most of the qualified specialists will 
hold certification by their individual boards.” 

So, if McKittrick is right (and current trends 
surely support him) it is only a matter of time until 
“specialization” and “certification” will be com- 
pletely synonymous. Anyone who wants a fuller 
definition of the word need only consider the cri- 
teria of the specialty boards for certification. But 
this leaves an uneasy feeling of incompleteness. 
There is a tendency still to wonder what “special- 
ization” means to different groups of people. 

What does it mean to medical students and recent 
graduates? Surely this question is pertinent, since 
many of these young people decide to take specialty 
training at a stage when neither their knowledge 
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ately, when a diagnosis of pulmonary stenosis is 
made without reference to type, the odds are about 
four to one that the lesion is valvular. 


DESK 


nor their experience would justify that decision. It 
is quite obvious that expectation of greater financial 
reward is not an important factor. Rather, most 
educators agree, the earliest influence is the wish to 
emulate the people who are outstanding in the 
students’ eyes—their teachers. In the closed orbit 
of some of today’s medical schools, students readily 
get the impression that medical prestige comes 
mainly with specialization. And in these days of 
omnipresence of military service, the students’ feel- 
ing is intensified as they learn that specialization 
may bring higher rank and better scientific oppor- 
tunities. These influences need to be corrected or at 
least partly counteracted. 

What does “specialization” mean to specialists? 
Here the answer is confused. There are a few spe- 
cialists who answer the question solely in terms of 
service to patients. At the other extreme are those 
who think only of the services they give as con- 
sultants to their fellow-physicians. And in between 
are most specialists—giving a mixed answer. 

As an example of that small group—those who 
speak of services to patients—consider pediatrician 
James H. Root’s letter to the editor in the Con- 
necticut State Medical Journal for April, 1954. There 
Dr. Root implied that a specialist—particularly an 
internist or a pediatrician—is distinguished by the 
fact that he does a better job than general practi- 
tioners in preventing organic and functional ill- 
nesses. This kind of statement leads nowhere. It is 
reminiscent of the duet ‘Anything You Can Do, I 
Can Do Better,” in “Annie Get Your Gun,” though 
not nearly so entertaining. Like most sweeping gen- 
eralizations, it entitles its exponent to nothing more 
than an opportunity to think again—an oppor- 
tunity Dr. Root probably wishes he had taken before 
he started writing his letter. 

Closer to the full meaning of the word are those 
definitions that remember that a specialist has a 
prime duty as teacher-consultant to his colleagues. 
This is the function that the specialty boards try to 
insure. It is in this activity that the specialist does 
the greatest good for Medicine. When he fails in 
this, he is not a specialist—degrees, fellowships, 
and certificates notwithstanding. —H? 
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COMMON SENSE !IN DIETS 


Patient's background 
is important 
consideration 

in diet 
planning. 


can be 
harmful. 


Choice of proper foods requires 
thought and 
practice. 


Meticulous 
calculation 
in diabetic 
diets is 
undesirable. 


Instructing the patient 
is necessary for his 
full cooperation. 


Physicians should 
try their 
own diets. 
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Common Sense tn Diets 


University of Tennessee College of Medicine, Memphis, Tenn. 


BY LOUIS F. RITTELMEYER, JR., M.D. 


Prolonged dieting can be an unnecessarily arduous task for a patient if his doctor doesn’t use 


a great deal of discretion and common sense in instructing him regarding his diet. It is unnecessary 

for the planning or preparation of the diet to be so complicated or the food so unpalatable that the diet 
creates more difficulties than it cures. This can be avoided by the use of common sense and taking 

the time to teach the patient what he can and cannot eat. Considering the whole patient, rather than just 


Diet is an important part of the treatment of many 
diseases. Yet its use is necessarily highly individu- 
alized, and unlike drugs, it cannot be prescribed in 
terms of exact amounts of certain specified foods. 
Eating is not only a biologic necessity, it is also 
a habit. As such it demands satisfaction; and to 
accomplish this, variety is truly the spice. That is 
why standardization is difficult and mathematical 
exactness impossible. 

Because of this necessary diversification, common 
sense must play a large part in applying the prin- 
ciples of proper dieting to individual people. Not 
only must the diet provide adequate nutrition, it 
must in some measure provide the patient with a 
satisfactory substitute for his previous eating habits. 

Because the “high” diets (high protein, high 
carbohydrate, high calorie, etc.) pose less of a prob- 
lem than the restrictive diets, only the latter will be 
considered here. We all know the necessity for en- 
forcing rigid restrictions in diet for acutely ill pa- 
tients—those for example with congestive heart 


the disease, and using his response to the illness and treatment as a guide will insure maximal success. 


failure, diabetic acidosis, and many acute gastro- 
intestinal disorders. These restrictions are limited 
to the duration of the acute illness and impose little 
hardship in proportion to the benefit derived from 
their use. Attention here will be focused, not on 
these, but on long-use or maintenance diets. 


Requirements of a Diet 


When planning restrictive diets for use over a 
long period of time, a reasonable approach to the 
problem is necessary. The doctor must consider 
not only what diet is ideal, but what is possible 
(financially and humanly) for the patient to follow. 
The economic status of a person is an important 
determinant of what he eats; and all his good in- 
tentions won’t help him follow a diet if he can’t 
afford it. 

A person’s emotional adaptability also is of pri- 
mary concern when embarking on a dietary change 
and must be given consideration in deciding on the 
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best possible diet. In that regard, I will propose 
three theses: (1) Treatment is not an end in itself, 
but a means to an end. (2) The patient’s adjust- 
ment, emotionally and economically, to the disease 
and the treatment is basic to the success of the 
treatment. (3) In evaluating the true worth of treat- 
ment, consideration of the patient’s emotional and 
economic adjustment is as important as the control 
of the disease. 

These apply not only to diets, but to any treat- 
ment considered for a chronic disease. I mention 
these theses so that if you agree with them, there 
will be mutual understanding between us as to what 
constitutes ‘common sense.” 

Four types of diet will be considered: diabetic, 
low sodium, reducing, and bland. 

In prescribing these diets, an attempt should be 
made to meet the requirements of an optimal diet, 
which are: 

1. It is palatable. 

2. It is satisfying in quality and quantity. 

3. It contains the proper number of calories. 

4. It is balanced; that is, it contains proper pro- 
portions of carbohydrates, fats, and proteins, and 
adequate vitamins and minerals. 

Sometimes it is difficult to meet all of these re- 
quirements, especially “‘satisfying”’ amounts of food 
in a reducing diet. But here, as in all diets, habit 
is of the essence, and habits can be changed. It is 
in this regard that the family doctor’s knowledge 
of the patient’s background, habits, and personality 
gives him the opportunity to weigh these factors 
in deciding what is an optimal diet for his patient. 
Not the least of these factors is how well the patient 
can be expected to adhere to the diet. To be effec- 
tive, a diet must be followed; before it is followed, 
it must be accepted. 

A big help in gaining patient acceptance is sim- 
plicity. This is so important it might be placed 
under the requirements for an optimal diet. Diet 
planning which degenerates into a complicated 
mathematical exercise is seldom followed and never 
enjoyed. Simplicity, especially in instructions to 
the patient, invites co-operation. 

Another aid in gaining the co-operation of the 
patient is to avoid attempts at attaining maximal 
accuracy in diet planning and to emphasize instead 
means of attaining your goal with the minimal pos- 
sible constancy. 

This not only makes it easier for the patient to 
follow the diet, but it removes much of the psycho- 
logic barrier which tends to impede emotional ad- 
justment. 


Diabetic Diet 


A diabetic diet is considered proper if it keeps 
the patient well and strong, physically and emo- 
tionally, and does not allow his weight to rise above 
normal. It is apparent from this definition that the 
calorie is of primary importance. Overfeeding must 
be avoided to prevent obesity; and to keep the 
patient well and strong, an adequate caloric intake 
must be provided. So the main guidepost in evalu- 
ating the efficacy of a diabetic diet is the patient’s 
weight. Add to this the strength, the physical and 
emotional state of health, and in children growth, 
and you have the criteria for assessing the effec- 
tiveness of the diet. 

Note that no mention has been made of blood 
sugar, urine sugar, measuring carbohydrates, fats, 
and proteins, or any other chemical or physical 
method of determining degree of control of the 
diabetes. This is not to imply that these can be 
ignored; but they assume a position of relative un- 
importance in evaluating the patient, if the above 
criteria are met. If the diet is proper and is eaten 
regularly, the insulin dosage can be adjusted to ob- 
tain control of the disease. Thus the diet is the 
focus about which treatment is formulated. 

Most authorities agree that the diabetic diet 
should contain carbohydrates and fats in a ratio of 
two to one, and that there should be about one 
gram of protein per pound body weight. For exam- 
ple, consider a 2,200 calorie diet containing 210 
Gm. carbohydrate, 105 Gm. fat, and 100 Gm. pro- 
tein. This represents a diabetic diet for an active 
person weighing about 100 pounds. It also repre- 
sents a normal, well-balanced diet, such as many 
healthy people eat. If a normal diet is an ideal dia- 
betic diet, should diabetics be forced to eat strictly 
according to the dictates of measuring cups, calorie 
charts, and long lists of forbidden foods? Of course 
not. 
Control of the blood glucose level is considered 
the most important factor in preventing vascular 
and retinal complications later on. However, it is 
not necessary to restrict the diet unduly or count 
calories endlessly in order to obtain this control. it 
can be done simply by keeping the carbohydrate 
intake in correct proportion to the insulin given. 
(No consideration need be given the fat and protein 
intake in determining insulin dosage.) As long as 
the diet is balanced and the patient is not obese, 
merely adjusting the insulin dosage will produce 
normal blood glucose levels without reducing car- 
bohydrates in the diet. 
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Common sense tells us that diabetics should 
avoid foods whose main source of calories is pure 
sugar, such as candy, syrup, sweetened canned 
fruits, and pastries. This “unbalances” the diet, 
adds little or nothing to the vitamin and mineral 
intake, and raises the insulin requirement higher 
than would be needed otherwise. Restricting the 
diet more than this is neither necessary nor desir- 
able. The use of saccharin in tea and coffee and an 
occasional dessert of ice cream or pudding fairly ef- 
fectively satisfies any craving for sweets that may 
exist and keeps the patient’s mind off his restriction. 

This diet for diabetics is hardly a diet at all. It is 
guidance in establishing healthful eating habits 
which would benefit all of us, sick or well. The re- 
striction on sweets is reasonable and is actually a 
‘minor matter compared to the ordeal of counting 
calories three times a day for years on end, which is 
so often advocated. The freedom to eat what other 
people eat and not be “different” at the dinner table 
promotes emotional adjustment and avoids those 
psychologic problems which might render the ther- 
apy a failure. 

Attention should be given to balance rather than 
restriction or calculation. Balanced diets are ac- 
ceptable and can be enjoyable. Unduly restricted or 
meticulously calculated diets are resented and fre- 
quently broken. As long as the diet “keeps the pa- 
tient well and strong, physically and emotionally, 
and does not allow his weight to rise above normal,” 
it is the right diet for him. The only adjustment 
needed in most cases is the total caloric intake. 
Using the weight as a guide, this can be done at 
appropriate intervals, merely by reducing or in- 
creasing the amount of each food served. 


Low Sodium Diet 


Low sodium diets have been advocated for many 
conditions, particularly hypertension and_ those 
diseases associated with edema. No one can logically 
argue against the well-known fact that sodium re- 
striction benefits the patient with edema, especially 
if it is on a cardiac or renal basis. There is a wide 
difference of opinion, however, regarding how rigid 
the restriction should be, and in hypertension, if it 
is indicated at all. 

Essential hypertension is a chronic and usually a 
benign disease. Most people who develop this con- 
dition live for many years. It is apparent that these 
patients must be carefully evaluated before a deci- 
sion is made to alter their diet greatly. The most 
important question is: Is it worth it? Will lowering 


GP « October, 1954 


the blood pressure help the patient live a longer, 
more comfortable and useful life? And if it will, 
does a low sodium diet help accomplish this objec- 
tive? Glibly given advice to “‘cut all salt out of your 
diet” can be disastrous. That this is done is unfor- 
tunate, because it is almost never indicated in hy- 
pertension. 

There is a trend away from the use of diets in 
hypertensive management, mainly because it has 
not been demonstrated that it is effective treatment. 
It has been found that many people placed on low 
sodium diets become depressed and quit their 
diets, preferring the disease to the treatment. Maybe 
they aren’t so stupid. The well-known relationship 
between emotional upset and hypertenson sug- 
gests that any form of therapy considered must 
meet the criterion of “‘satisfying.”’ At least it should 
not create emotional disturbances. 

Some clinicians are convinced that the rice diet, 
the most rigid type of sodium restriction, is worth- 
less in the treatment of hypertension. If this is true, 
or even partly true, how much benefit will a patient 
get from the half-hearted restriction frequently pre- 
scribed? A study was made during the siege of 
Budapest in World War II, when there was no meat 
in that city for ten months. There was no reduction 
in the blood pressure of hypertensive patients. 
There may be a lesson there. 

Modification of eating habits can benefit some 
patients. Most people eat a lot of salt, probably too 
much. So it may be said that patients with hyper- 
tension might well be advised against the use of ex- 
cessive amounts. This causes no hardship, and a 
healthful habit is thereby acquired. Hypertension is 
always improved when obese patients lose weight. 
In these cases, a reducing, not a low sodium, diet is 
indicated. It is true also that large meals should be 
avoided by anyone with a reduced cardiac reserve, 
because of the increased cardiac output required 
for digestion. 

Patients with chronic glomerulonephritis or myo- 
cardial insufficiency sometimes benefit from sodium 
restriction. Even in acute cases, caution must be 
exercised, especially when diuretics are used, to 
prevent salt depletion. Restricting sodium intake 
allows much more liberal use of fluids, which many 
patients like. With the development of cation ex- 
change resins and better oral diuretics, low sodium 
diets may be reserved only for the acute and severe 
episodes. 

In any event, serious thought should precede the 
prescription of a tasteless low sodium diet for any 
one whose illness is likely to be chronic. It is true 
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that eating habits can be changed, but they can 
seldom be revolutionized. Emotional adjustment to 
torture t. i. d. is difficult at best. 


Reducing Diet 


Obesity is becoming known as a national health 
problem, because it is common and seems to predis- 
pose to disease and premature death. For this reason 
obesity strongly concerns the general practitioner; 
he is the man who has the best opportunity to 
combat it. 

Most obesity is caused by improper diet—eating 
too much, or eating the wrong food, or both. 
Evidently then, if obese patients are to lose weight, 
they must eat less and eat different food. The many 
ways in which this is attempted range from the 
sound to the ridiculous. All that is necessary is the 
application of common sense to known dietary prin- 
ciples, and sufficient instruction to the patient to 
enable him to co-operate. There is no way to avoid 
this instruction. Handing the patient a stereotyped 
diet list does not fulfill this obligation. Instruction 
denotes spoken, not written, words. 

Several points need emphasis in instructing obese 
patients. All are based on the necessity for eating 
fewer calories. The doctor must convince the pa- 
tient of the need for forming the habit (that word 
again) of eating less food and the right kind of food. 
High calorie foods must, of course, be restricted. 
This means avoiding very starchy and very sweet 
foods, especially desserts. Fatty and fried foods 
must be avoided also, but with these the manner of 
preparing the food is as important as the food itself. 
For example, poached or boiled eggs (75 cal.) are 
permitted ; fried eggs (105 cal.) are taboo. Likewise, 
breaded veal cutlets (280 cal.) are fatterning; veal 
roast (120 cal.) is not. This may seem very elemen- 
tary, and it is. But it is surprising how many people 
don’t know the importance of how food is cooked. 

Many people could lose weight if they ate only 
three times a day and ate only one helping of each 
food. Virtually everybody could reduce if, in addi- 
tion, they avoided high-calorie foods, especially 
fried foods, fats, starchy desserts, and excessive 
amounts of bread and potatoes. A helping is a 
rather indefinite unit of measurement. This is neces- 
sary, because a muscular longshoreman certainly 
needs more food (larger helpings) than a middle- 
aged female office worker. The number of calories 
a person is permitted depends on how active he is. 

Choice of the proper types of food is essential and 
requires thought and practice by the patient before 


it becomes a habit. This is easily done if common 
sense is applied, as in this example. Two large gum 
drops contain as many calories as a half dozen raw 
oysters (70 cal.) ; yet a half dozen fried oysters have 
485 calories. The choice is obvious. 

Once the type of food to be eaten has been estab- 
lished, the portions can be adjusted according to 
the weight loss. In any event, the diet should be 
balanced and tasty. If it is not satisfying, one of the 
appetite-depressing drugs can be taken temporarily 
while the patient becomes accustomed to his new 
manner of eating. Black coffee and unsweetened tea 
are permitted and often serve as a good midmorning 
or midafternoon “snack” to allay hunger till meal- 
time. Skim milk or cottage cheese is allowed at 
bedtime. 

One thing that hinders weight reduction in some 
people, especially women who keep house, is the 
constant presence of temptation. One’s ability to 
overcome temptation is in direct proportion to the 
distance from it. One bit of advice will help with 
this problem. After she finishes eating, she must 
leave the table, rather than sit there and watch 
everybody else eat. Although the will power may be 
strong, there’s no sense in dallying with tempta- 
tion, even if it’s only a piece of apple pie (560 cal.). 

All except the strictest of reducing diets can be 
balanced, and the strict diet should be of short dura- 
tion. So vitamin and mineral supplements shouldn’t 
be necessary unless a deficiency exists. 

The only visual aid worth using is a list of foods 
with their caloric value. This should not be given 
to the patient as a diet and should not rule his meal 
planning. It is a guide and nothing more; and he 
should understand this. Two helpful aids are sup- 
plied free to physicians: The Weight Watcher by the 
Ralston Purina Co., and Caloric Vatues for Common 
**Snack” Foods by Smith, Kline and French. Pa- 
tients can understand them and learn how to plan 
their meals without resorting to calculations. 


Bland Diet 


The chief indications for bland diets are dis- 
turbances of the gastrointestinal tract: peptic ul- 
cers, ulcerative colitis, and the many functional dis- 
orders. The purpose of using bland diets is to avoid 
irritation of the mucosa; this is fairly universally un- 
derstood. But the intelligent application of the 
principles of dietary management to this important 
group of psychosomatic disorders is often left to 
chance, or worse, to a diet of soft, amorphous 
messes of mush. 
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In bland diets, as in all long-term diets, a taste 
must be cultivated for the foods permitted. This 
process can be greatly simplified by providing 
three satisfying meals a day. If this is done, the 
milk and cream feedings for the ulcer patient can 
be reserved for times when there is less desire for 
something “good to eat.”’ Above all, mealtime must 
be pleasant; to be so, the meals must be attractive. 
To fail to provide for this is to invite a host of 
emotional complications, with the consequent ex- 
acerbation of symptoms. 

In general, condiments, coarse foods, and irri- 
tating foods should be avoided. Many people do 
not know what these are and must be told, for 
example, that mustard is a condiment, corn on 
the cob is coarse, and alcohol is irritating. Note 
that this is the first reference to alcohol restriction. 
It is necessary to forbid its use in the presence of 
a peptic ulcer. For the other gastrointestinal con- 
ditions mentioned, as well as in diabetic and weight- 
reduction programs, it should be used with restraint. 

Coffee, tea, and citrus fruits have been accused 
of being detrimental to patients with gastroin- 
testinal disorders. However, total abstinence from 
these foods is unnecessary. If they are used in 
moderation and only at mealtime, little harm can 
come from using them. It is said that “very hot 
and very cold” foods must be avoided. But who 
likes luke-warm coffee or luke-cool ice cream? 
Normal intelligence and our oral mucosa tell us 


to eat or drink these things slowly; the stomach 


does not ask for more. 
More care in eating is necessary in cases of 


stomach diseases than in disorders of the in- 
testines, because the stomach is the immediate 
recipient of food. Frequent small meals are better 
than large meals, when possible. A calm, unhurried 
atmosphere at the dinner table is helpful also. 
Just as important, however, is to plan the patient’s 
meals so that there will be as little disruption in 
his daily schedule as possible. 


Conclusion 


Usually it requires several visits to the doctor for 
patients to understand what they should eat. This 
is no objection, because in the chronic diseases 
discussed, there is no reason to hurry. If long- 
term habits are to be formed, that will take time 
anyway. And if the patient’s happiness is consid- 
ered important, it will be worth the time and 
trouble. 

Dr. Irvine H. Page, in his installation speech as 
president of the American Heart Association, urged 
doctors to be cautious in prescribing restrictive 
diets. He stated that he had placed himself on a 
low-fat diet but was on it no longer. In addition 
to a drop in the fat content of his blood (of doubtful 
value), there was also “an impairment of my dis- 
position and a contraction of my circle of friends.” 
He was beset by gastrointestinal disturbances and 
feelings of depression and irritability. His recom- 
mendation was: “Physicians should be required to 
try their diets before prescribing them.” 

A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


HERE'S A HELPFUL HINT 


a= For Treatment of Mumps 


RECENTLY I was called to see a 7-year-old girl who 
had the mumps. There was nothing complicated 
about the disease in this girl, but my interest was 
aroused by the presence of twin siblings who had 
been premature and appeared rather delicate. In 
addition the mother, who was two and one-half 
months’ pregnant, and the father of the child 
could not recall themselves ever having had this 
disease. Mumps skin tests were done on the par- 
ents, and at the same time I performed the skin 
test on myself. The father of the child and I had 
positive reactions indicating an immunity, while 
the mother gave a negative reaction. Because of 
my concern over the possibility of severe and un- 
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toward reaction of the disease in the twins, I gave 
2 cc. of the mumps vaccine to these infants in two 
doses one week apart. To the mother I gave 40 cc. 
of mumps convalescent serum which was obtained 
from the Samuel Deutsch Serum Center of the 
Michael Reese Research Foundation in Chicago. 

Clinical signs of mumps failed to develop in 
either of the parents or the twins, and three 
months later I repeated the skin tests. The mother 
and one of the twins were negative but the second 
twin gave a positive reaction. 

The advisability of using mumps convalescent 
serum early in pregnancy when the mumps skin 
test shows no immunity may have considerable 
value and was successful in this case. The use of 
the mumps skin test in such situations had proven 
fairly reliable and was a distinct help in this in- 
stance.—E. A. BickneLt, M.D., Detroit, Michigan 
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BY SAMUEL F. RAVENEL, M.D. 
Greensboro, North Carolina 


The use of a mixture of antibiotics is justified when an infection is severe, particularly before bacteriologic 
reports are available. Simultaneously, relief of dehydration and support to a failing circulation 


are important. For prevention or relief of a blocked airway, humidification is of paramount value. 


Nowhere is this last measure more important than in respiratory disorders of the newborn. 


FoLLowING piscovery of the sulfonamides and the 
antibiotics, high hopes were entertained for the 
complete conquest of respiratory infections in in- 
fants and children. However, the continuing high 
morbidity and not inconsiderable mortality from 
such infections demonstrate conclusively that these 
sanguine expectations have not been realized. The 
development of drug resistance by many strains of 
bacteria and the increased incidence of viral infec- 
tions have combined to produce this unanticipated 
situation. 

The struggle for the conquest of bacterial infec- 
tions has now developed into a race between chem- 
ist and bacteria; the former must continue to dis- 
cover effective new drugs faster than the latter can 
develop resistance. Practicing physicians, accus- 
tomed to annihilate acute infections with these once 
infallible weapons are now troubled to discover that 
bacteria may successfully resist attack by even tre- 
mendous doses of the hitherto most powerful agents. 
A practical approach to the therapy of respiratory 


infections and the marshaling and analysis of avail- 
‘able therapeutic weapons seems indicated. 


Specific Drug Therapy 


It is obviously impossible and unnecessary to do 
bacterial cultures and sensitivity tests in all patients 
with acute infections. Any community large enough 
to have a hospital affords a laboratory which may 
perform these tests when necessary. In serious or 
refractory infections, such laboratory guides to 
treatment are clearly indicated. 

In the early days of antibiotic therapy the spectre 
of incompatibility between two antibiotics haunted 
the practitioner. There was experimental evidence 
suggesting that simultaneous use of two antibiotics 
might impair the effectiveness of one or of both. Ex- 
perience has shown that the probability of this is so 
remote as to be of no practical importance. Appar- 
ently one may utilize combinations of almost any of 
the antibiotics with impunity. 
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So many strains of bacteria have developed re- 
sistance to antibiotics that in severe infections, 
where time is of great importance, one is justified 
in employing combinations of several in an attempt 
to be certain that at least one will be effective. Later, 
when culture and sensitivity tests are reported, the 
unnecessary drugs may be discontinued. Again, 
when infections are unusually severe, it is often 
wise to administer the first saturating dose intra- 
venously or intramuscularly. 

Many physicians have been deterred from using 
chloramphenicol because of its known deleterious 
effect upon the hematopoietic system of certain in- 
dividuals. It is my considered opinion that if an 
infection is gravely serious and the organism sensi- 
tive only to chloramphenicol, the calculated risk of 
the drug is less than the potential hazard of the in- 
fection. The same statement holds in the case of a 
grave infection refractory to other antibiotics when 
bacterial sensitivity may not be determined. Ac- 
cordingly, in such situations chloramphenicol is 
used without hesitation. The impression has been 
obtained in the last eighteen months that infec- 
tions treated with antibiotics may relapse if treat- 
ment is stopped too soon. Therefore, administration 
of the drug is diminished gradually after the patient 
is afebrile, rather than terminated abruptly. 

Penicillin sensitivity is so widespread that it is 
mandatory to inquire for its possibility before ad- 
ministering this drug to any patient. 

Calcium salts of chlortetracycline, in the form of 
syrup or oral drops, seem to cause fewer gastro- 
intestinal disturbances than ordinary chlortetracy- 
cline. Apparently the sore mouth, diarrhea, and 
perianal irritation which sometimes follow therapy 
with any of the “mycin” drugs, may be obviated 
by simultaneous oral administration of B-complex 
preparations. 

The distinction between viral and bacterial res- 
piratory diseases is, of course, clinically impossible. 
Accordingly, many viral infections are treated with 
antibiotics which do not affect the virus but do serve 
to control bacterial infection which complicates 
viral disease so frequently. This dual relationship 
further justifies widespread use of broad-spectrum 
antibiotics in respiratory infections. 


Supportive Treatment 


The majority of respiratory infections now en- 
countered are complicated by vomiting, diarrhea, 


or both. As a result, the undesirable effects of de- 
hydration are often manifest in these patients, and 
the severity of the infection is intensified by the 
phenomena of dehydration. In addition, if the in- 
fection has existed for any length of time, the un- 
toward effects of hemoglobin, vitamin, and protein 
depletion may contribute to the difficulty. 

Accordingly, these patients are hydrated paren- 
terally with 5 per cent dextrose in lactate-Ringer’s 
solution intravenously, or with 2% per cent dex- 
trose in lactate-Ringer’s or Polysal subcutaneously, 
hyaluronidase being added to the latter. If acidosis 
is suspected clinically or proved chemically, sixth 
molar sodium lactate solution is injected subcuta- 
neously with hyaluronidase (30 cc. per kilogram). 
This is repeated in eight to twelve hours if neces- 
sary. Moderate amounts of B-complex and ascorbic 
acid are used in each case. Blood transfusions are 
given freely if the hemoglobin level is low, and plas- 
ma if hypoproteinemia exists. In recurrent and/or 
refractory viral and bacterial infections (especially 
those due to drug-resistant organisms) transfusions 
of blood and of plasma constitute a powerful thera- 
peutic weapon. The benefit regularly obtained is 
due, doubtless, to the immune body content of nor- 
mal adult blood. 

Heart failure is so common in severe infections in 
children that we are constantly on the alert to de- 
tect it. Tachycardia of unusual degree, engorge- 
ment of the neck veins, signs of pulmonary edema, 
and enlargement of the liver are regarded individ- 
ually and collectively as possible indications for 
digitalization. Ordinarily, this is begun parenterally 
using Digalen or Digifolin. The dose customarily 
employed is 40 mg. per kilogram as the total digi- 
talizing dose in small children, particularly those 
under 6 years of age. In obese and older children, 
the amount is reduced to 30 mg. per kilogram. A 
fourth of this is usually given initially, another 
quarter in four hours if the situation is critical, and 
subsequent quarters at six-hour intervals, until the 
calculated amount has been administered or nausea 
or slowing of the pulse has supervened. Thereafter, 
a maintenance dose of 10 per cent of the total is 
given each day, usually by the oral route. In the 
event that the infection is controlled rapidly, tachy- 
cardia subsides promptly, and if there are no other 
signs of congestive heart failure, digitalization may 
be discontinued after one or two doses. It is to be 
emphasized that heart failure is common in severe 
infections in children and should be watched for 
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Figure 1. Miller’s Device. 


diligently. It is, apparently, a reversible process in 
most of these situations, and when the patient has 
recovered, the heart is left unimpaired; hence the 
tremendous importance of detecting its onset im- 
mediately. 


Treatment of Respiratory Failure 


Greater hazards than toxemia, dehydration, and 
heart failure are pulmonary block, anoxia, and re- 
spiratory failure. The prevention and treatment of 
these complications constitutes the most important 
single feature in the therapy of respiratory infections. 

Consideration of Viscid Exudates and the Hazards 
of Airway Obstruction. Dr. Joseph B. Miller, of Mo- 
bile, Alabama, points out that viscid exudates are 
present and troublesome in a wide variety of bron- 


Figure 2. Croupette. 


chopulmonary conditions, such as, asthma, atelec- 
tasis, bronchiectasis, bronchiolitis, bronchitis, bron- 
chopneumonia, diphtheria, laryngotracheobronchi- 
tis, pertussis, and tuberculosis. In poliomeylitis or 
encephalitis, there may be diaphragmatic or inter- 
costal paralysis with weakness or loss of cough re- 
flex and accumulation of thickened bronchopulmo- 
nary secretions. This may occur also after general 
anesthesia, thoracic surgery, the use of endotracheal 
catheters in anesthesia, after bronchoscopy, trache- 
otomy, the inhalation of irritant gases, and the aspi- 
ration into the lungs of foreign materials, such as 
gastric contents, meconium, and amniotic fluid. 

The chief hazard of retained respiratory secre- 
tions is obstruction of the airway. Obstruction may 
occur in a lobule, segment, lobe, or lung. It may re- 
sult in asphyxia, atelectasis, emphysema, infection, 
or fibrosis. Serious pulmonary lesions, therefore, 
may result which entail prolonged disability and 
necessitate heroic therapeutic measures. It is, obvi- 
ously, of paramount importance to thin and remove 
viscid secretions before airway obstruction and in- 
fection may produce their sinister effects. 

Humidification. The origin of the treatment with 
steam of respiratory infections (such as croup) is 
lost in the mists of the most remote antiquity. It 
probably originated as a folk remedy that was good 
enough to endure the stern test of time. The dis- 
advantages of steam are the danger of fire, of a burn, 
the discomfort to patient and attendants, the po- 
tential production of pyrexia in a patient already 
febrile, and its inadequacy. 

Cold steam may be produced by nebulizing water 
in a DeVilbiss #40 nebulizer (Figure 1, Miller’s De- 
vice), a “Croupette” (Figure 2), an Alevizer (Fig- 
ure 3), a “Vapojet” or a DeVilbiss #840 nebulizer 
(Figure 4). All of these devices produce a mist of 
proper particle size. The inadequacy of both hot 
and cold methods of ordinary humidification is due 
to the loss of relative humidity by evaporation of 
water droplets to water vapor. This drop in humid- 
ity increases progressively with rise in temperature 
(Figure 5, Carrier’s Psychometric Chart, page 44). 
Air-Shield’s ““Vapojet” and “‘Croupette” apparent- 
ly overcome this limitation by delivering 62 cc. and 
118 cc. respectively of water per 1,000 liters of air 
at 8 liters of oxygen pressure. In addition the recir- 
culation feature of the ““Croupette” further enhances 
humidification. 

However, in many instances water alone, even in 
the “‘Croupette,” cannot work with sufficient speed 
or effectiveness to actually dissolve secretions and 
prevent obstructive complications. A more rapid 
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and effective result can be obtained only by actively 
dissolving and liquefying these secretions. Such a 
method of humidification was developed in 1948 by 
Miller. It consists of inhalation of liquid droplets of 
a detergent solution. 

Miller points out that this solution wets the mu- 
cosal surfaces by deposition of liquid droplets. It 
physically thins out these secretions by lowering 
their surface tension. The water in the droplets is 
prevented from evaporating by the addition of a 
hygroscopic agent (glycerin). Thus, the liquid drop- 
lets remain as such and water vapor plays no part 
in this form of therapy. 

Glycerin alone, however, is not sufficient; it in- 
creases rather than diminishes viscosity and de- 
creases deposition of the droplets on the mucosa by 
making them so stable that they remain suspended 
in air, are exhaled and lost. Both of these factors are 
completely overcome and a real liquefying effect 
exerted by the addition of a detergent. This de- 
tergent does not diminish the effectiveness of gly- 
cerin in preventing evaporation, but lowers the sur- 
face tension of the droplets to such an extent that 
they have a maximum tendency to deposit out on 
the respiratory mucosa. The concentration of de- 
tergent is balanced against that of glycerin for maxi- 
mum anti-evaporating effect, maximum depositing 
effect, and maximum lowering of surface tension. 
The addition of an alkaline buffer to the solution 
insures the most favorable pH, for liquefaction of 
mucus and for the activity of the detergent. 

The detergent solution is marketed under the 
name of Alevaire (Winthrop-Stearns). Alevaire is 
available all over this country, and in most other 
countries as well, in pint bottles. The solution con- 
sists of glycerin 5 per cent, sodium bicarbonate 2 per 
cent, and Triton WR 1339 0.125 per cent, in dis- 
tilled water. The Triton WR 1339 is an alkyl- 
arylpolyether alcohol. More specifically, it is an oxy- 
ethylated-tertiary-octylphenol formaldehyde poly- 
mer. It is synthetic, nonionizable, neutral, chemi- 
cally stable to strong acids and alkalis, maximally 
water soluble, not hydrolytic, unaffected by stand- 
ing in solution or by sterilization, retains its deter- 
gency indefinitely in the tissues, and is compatible 
with most antibiotics (except oxytetracycline), buffer 
salts, and a wide variety of other medicinals. It is al- 
most unique among detergents in that it does not 
cause hemolysis of erythrocytes, even in very high 
concentrations. Its complete lack of toxicity has been 
demonstrated by Miller in exhaustive animal experi- 
ments and by Miller, Ravenel, and others after exten- 
sive clinical trial in humans. 
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Figure 3. Alevizer. 


Alevaire is nebulized by one of the devices pic- 
tured above, usually in a “‘Croupette” for older chil- 
dren and a DeVilbiss #840 nebulizer for infants. The 
one feature that mars the “Croupette’s” perfection 
is its waste of Alevaire by the production of large 
“rain-like” droplets as well as mist. As a result, the 
“Croupette” consumes 3 pints of Alevaire per 
twenty-four hours while the DeVilbiss #840 uses but 
one. The fog produced by the latter device is con- 
ducted through a large rubber tube (4 x 342 inches) 
into the incubator, oxygen box, plastic hood, or 
other enclosed space in which the patient is treated 


Figure 4. DeVilbiss No. 840 Nebulizer. 
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(Figure 6). The motive power for nebulization is 
oxygen, if anoxia is present; compressed air from a 
compressor, if oxygen is unnecessary. Four to eight 
liters per minute of oxygen, or a comparable amount 
of compressor pressure are required to nebulize the 
Alevaire. In the event that a “Croupette,” an oxy- 
gen tent, an oxygen box, or a plastic hood is not 
available, one may cover a metal or wood framework 
with plastic material, after the fashion of the classic 
“covered wagon,” and introduce Alevaire mist into 
this. 


Infections in the Newborn 


There are approximately 79,000 neonatal deaths 
in the United States each year. Of these, 11 per cent 
are attributed to aspiration of amniotic fluid, and 10 
per cent to bronchopneumonia. The infants who in- 
hale amniotic fluid into the lungs are potentially in- 
fants with pneumonia. Pneumonia develops as a re- 
sult of introduction into the lungs of bacteria along 


Figure 5. Carrier’s Psychometric Chart (turn sideways for study). 


with the irritating amniotic fluid and/or meconium 
inhaled during anoxia induced by some complication 
of labor. There are, therefore, about 16,500 newborn 
infants who die each year in this country but might 
recover if the pulmonary block were removed and 
the infection prevented or cured. Since aspiration 
of amniotic fluid and meconium and pulmonary in- 
fection are inseparable, it is necessary to discuss 
prophylaxis as well as treatment. 

Types of Pulmonary Block. It must be clearly un- 
derstood that pulmonary block in these babies may 
assume several different forms. The classic type is 
unilateral massive atelectasis, with mediastinal shift 
to the affected side (Figure 7). Another form is 
bilateral atelectasis where there is no mediastinal 
shift because the tension is equal on the two sides 
(Figure 8). In these patients the heart shadow ap- 
pears enlarged because the indefinite hazy outline of 
the lungs and the broad mediastinum obscure the 
heart borders. Still another type is so-called ‘“mili- 
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ary” atelectasis, where there has been aspiration of respiratory difficulty and increases the chance of a 
fluid into the lungs with block at the alveolar or _ fatal outcome. The hazard of pneumonia is much 
terminal bronchiolar level (Figure 9). Here there is _ greater in babies born prematurely, by section, and 
a diffuse obstructive emphysema with atelectasis after dry or prolonged labor. 

from absorption of air. Treatment. These infants are put in Alevaire and 


Symptoms. These three different forms present the oxygen at 8 liters per minute in the 15° prone = 
same symptoms: (1) The infants have deep, rapid | Trendelenburg position. Small prematures are given a 
respirations and marked retraction of the soft parts _1 to 2 liters per minute of O, and Alevaire by com- sF 
of the chest—so-called paradoxical respiration in _ pressor to obviate retrolental fibroplasia. They are ree 
which the chest is sucked in with each inspiration. _ given 50,000 units of penicillin and 50 mg. of strep- ‘ 
(2) They are usually cyanotic. (3) Breath sounds _tomycin every eight hours for at least four days; 2 
may be absent or feeble. (4) Rales are often audible _ then the drugs are reduced in amount and are given a 
either in a part of the chest or throughout both _ twice a day for several days. Feeding is withheld = 
lungs. until the infants are able to breathe adequately. = 

If the infant is sufficiently vigorousandtheamount _Initially, the stomach of each infant is gently aspi- i: 


of obstruction relatively small, he may survive aftera —_ rated with a deLee bulb and the pharynx suctioned 
struggle lasting hours, days, or weeks. If pulmonary __ with a rubber bulb. Laryngoscopic aspiration of the 
block is too great, or his vigor not adequate, he _ larynx and bronchoscopic aspiration of the trachea 
grows weaker and succumbs. Of course, the sinister and bronchi are not employed because of the 
effect of superimposed infection intensifies the hazard of trauma to the respiratory passages. 


Figure 6. 


Alevizer Oxygen Incubator. Alevizer Compressor Incubator. 


DeVilbiss No. 840 Oxygen Box. DeVilbiss No. 840 Compressor Box. 


Figure 7. Atelectasis, right lung. 


Figure 8. Bilateral Atelectasis. 


Results. Results in this group of patients have been 
spectacular. Formerly we regarded these babies with 
a feeling of resignation and despair, realizing that 
an occasional recovery was due to natural stamina 
and not to therapy. In striking contrast, we now ap- 
proach them with enthusiasm and confidence. 

The 11 pediatricians in Greensboro have treated 
literally hundreds of newborn infants with breathing 
difficulties in the fashion outlined above. The vast 
majority, when given a chance by this comprehen- 
sive plan of therapy, recovered. Most of the fatalities 
occurred in the very small premature group; some 
with immature, inadequately developed lungs ; some 
with liver-like, solid, completely unexpanded lungs 
or with hyaline membrane disease. Two were term 
infants of diabetic mothers, a type notoriously prone 
to develop hyaline membrane, extramedullary hema- 
topoiesis, and pulmonary hemorrhage ; while a num- 
ber had cerebral trauma or congenital anomalies in- 
compatible with life. 

It is seldom necessary to give parenteral fluids to 
these babies, because they do not tend to become 
dehydrated in Alevaire, and oral feedings are usu- 
ally begun after two or three days. 

Similar results have been achieved in newborn in- 
fants who aspirated milk into the lungs. 

Allergic Bronchitis and Bronchopneumomnia. Results 
in these patients have been outstandingly successful. 
This might be anticipated because of the important 
role played by tenacious, viscid secretions in the 
pathogenesis of these diseases. The usual ancillary 
measures of hydration, bronchodilating and vaso- 
constricting drugs, iodides, and antibiotics were em- 
ployed. Where pneumonia complicated extremely 
severe and refractory asthma, ACTH was employed 
with benefit. The most commonly used drugs—other 
than the antibiotics—were: epinephrine gelatin 
(epinephrine in oil being avoided because of fre- 
quent sensitization of patients to peanuts) ; Lilly’s 
Aerolone Compound, either by inhalation with a 
DeVilbiss #40 hand nebulizer or by nebulization into 
the tent; saturated solution of potassium iodide in 
adequate dosage when nausea was not a factor: 
aminophyllin in the form of Hydrillin tablets or 
Hydrillin compound syrup; occasionally Benadry| 
intravenously in dextrose solution. 

Laryngitis and Laryngotracheobronchitis. A year 
ago I wrote: “The result in treating laryngitis and 
laryngotracheobronchitis has been the abolition of 
tracheotomy in these diseases.” It is now necessary 
to modify this statement. During the past year. 
eleven pediatricians in Greensboro had a total of five 
tracheotomies performed upon patients with laryn- 
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gitis or laryngotracheobronchitis. Two of them were 
emergency operations on patients admitted in ex- 
tremis; one was for tremendous subglottic edema; 
another for membranous laryngitis due to a com- 
pletely resistant staphylococcus. Literally hundreds 
of patients with these two infections have been 
treated, with only the five tracheotomies listed above 
being necessary. After a brief time in Alevaire these 
children show improvement, usually rapid and often 
spectacular. They no longer cause the professional 
apprehension which their admission formerly en- 
gendered. 

It is to be emphasized, of course, that auxiliary 
therapeutic and supportive measures are used, such 
as oxygen, antibiotics, hydration, blood, digitaliza- 
tion when necessary. In addition, we frequently 
employ bronchodilating and vasoconstricting drugs, 
such as Aerolone Compound, to combat broncho- 
spasm and edema. These patients are, of course, 
given multiple antibiotic therapy in large doses until 
specific sensitivity tests indicate the preferable drug. 

Capillary Bronchitis or Bronchiolitis. This is an ex- 
tremely severe disease, particularly in young infants. 
These patients usually show intense cyanosis, great 
prostration, and often have a fulminating course. 
They have been treated with almost uniform suc- 
cess. The usual supportive and antibiotic therapy is 
employed as indicated. 

Friedlénder’s pneumonia. This disease is usually 
severe and carries a high mortality, particularly in 
young infants. Two striking features are the great 
prostration of the patient and the extremely tena- 
cious secretions. Uniformly good results have been 
achieved in the instances of this disease that came to 
treatment. Several of the infants were less than 6 
weeks of age. 

The ingestion of kerosene and other hydrocarbons is 
quite common in this area. Such children often de- 
velop severe pneumonia with great rapidity. These 
patients are routinely put in Alevaire and are given 
antibiotics parenterally. Results have been uniformly 
good, so that this form of therapy is now routine in 
such patients. 

A number of children with extensive pneumonia, 
who had evidences of block in a main bronchus, with 
a silent lobe or lung, were treated with Alevaire. It 
was gratifying to see how rapidly the block disap- 
peared and the lung was aerated. 

In pertussis, particularly in small infants, one of 
the greatest difficulties is the large amount of thick, 
tenacious secretion which fills the respiratory pass- 
ages, causes violent paroxysms of coughing, and in 
the small infant, pulmonary block of such severity 
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Figure 9. Miliary Atelectasis. 


that it produces grave asphyxia. These patients are 
apparently very much benefited by Alevaire. 

The bronchiectasis associated with fibrocystic dis- 
ease of the pancreas is a refractory, difficult situa- 
tion to handle. There are two patients who are now 
being carried along with intermittent Alevaire ther- 
apy. We have been able to keep the lungs of these 
patients relatively free of secretion, and in conjunc- 
tion with prophylactic antibiotic therapy and ad- 
ministration of pancreatic powder and Viokase, to 
maintain them in relatively normal condition. A pre- 
liminary period of hospitalization with constant Ale- 
vaire therapy is advisable, to thin out secretions and 
permit postural drainage to clear the lungs. After 
that, an hour of Alevaire therapy twice a day usually 
suffices to keep the lungs clear. In ordinary bron- 
chiectasis, Alevaire therapy should be even more 
helpful. 

Laryngeal diphtheria has practically vanished from 
this part of the country. In this disease, however, in 
addition to membrane formation, there is edema and 
thick mucopurulent exudate. The use of Alevaire 
and oxygen during the critical period, when anti- 
toxin is counteracting toxemia, will probably serve 
to obviate tracheotomy in many of these patients. It 
is, of course, absurd to expect Alevaire to dissolve 
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diphtheritic membrane; as an adjunct to antitoxin 
and antibiotic therapy, it cannot but be useful in 
this serious disease. 

In laryngitis, laryngotracheobronchitis, and diph- 
theria it should be stressed that if a patient’s symp- 
toms are not adequately relieved by Alevaire and 
oxygen, an elective tracheotomy should be per- 


formed before exhaustion and heart failure super- 


vene. When this operation is done with deliberation 
and accuracy it is one of the finest procedures known 
to surgery, but if delayed too long, it may become 
the lethal thrust of the executioner. 

In the event that tracheotomy is done, it is neces- 
sary to emphasize the importance of: (1) dependent 
drainage (the 15° Trendelenburg position) ; (2) fre- 
quent suction, rotating the head first to the right 
and then to the left in order to clear both main 
bronchi; (3) the use of round, smooth, whistle- 
tipped catheters without lateral perforations for as- 
piration ; (4) the limitation of negative suction pres- 
sure to 160 to 180 mm. of mercury; and (5) use of 


Alevaire to keep the tracheal secretions liquid, so 
that they may be easily coughed up or sucked out. 

In the therapy of poliomyelitis with breathing diffi- 
culties, where pulmonary: block and infection are 
such serious complications, oxygen, Alevaire, anti- 
biotics, and tracheotomy all have specific and valua- 
ble roles. Experience at the Central Carolina Con- 
valescent (poliomyelitis) Hospital in Greensboro has 
showed that pulmonary block, atelectasis, and pneu- 
monia from thickened secretions practically do not 
occur in this group if these aids to treatment are 
judiciously and adequately employed. The precau- 
tions outlined above for the handling of trache- 
otomized patients are observed in poliomyelitis, ex- 
cept that these patients are kept intermittently, nof 
constantly, in the Trendelenburg position because of 
the danger of increasing cerebral edema. In addi- 
tion, patients who must be placed in the tank lung 
are rotated regularly from the right lateral position 
to the supine, to the left lateral position and alter- 
nated from level to the 15° Trendelenburg position. 


Don’t Say “X-ray Burn” 


THE TERM “x-ray burn” is still being used occasionally by physicians 
in place of the proper term “‘x-ray reaction.” This is because the 
average physician is not familiar with x-ray therapy and the reaction 
that is sometimes necessary to produce a cure. Skin and mucous 
membrane reactions to x-ray therapy may be unavoidable and in- 
tentional. 

Because of the possible medicolegal implications, careless use of 
—_ the term ‘x-ray burn” may have unfortunate consequences. 
—Sicmunp Newman, M.D., Washington, D.C. 
HERE ARE 


A PAIR OF For Cleaning Wounds 


WuiE visiting the American Academy of General Practice meetings 
it was noticed that a particular exhibitor was showing wounds with 
- which he was having great success, but unfortunately he was using 
the good old “elbow grease” to remove dirt from the wound prior to 
applying his very fine methods of assisting nature to heal the lacer- 
ated areas. Something which I have used for the past five years and 
suggested to him (I am sure he is going to use it from here on in) is 
the application of hydrogen peroxide. When this agent is poured in- 
to a wound, the bubbling acts as a means of débridement. The addi- 
tion of oxygen possibly assists in destruction of any anaerobic bac- 
teria. The wound becomes very clean and then can be treated by the 
surgeon for its closure. 

This suggestion is made only in those cases where there is an im- 
mediate wound, and where everything can be cleansed immediately 
after the accident. 

—Max ALExanprorr, M.D., St. Catharines, Ontario, Canada. 
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Cleveland, Ohio 


Acute Upper Respiratory Infections 


BY WILLIAM S. JORDAN, JR., M.D. AND JOHN H. DINGLE,M.D. 


Departments of Preventive Medicine and of Medicine, School of Medicine 


In family groups, each person has an average of six nonbacterial respiratory infections a year. 


There are no specific means for preventing or treating such illnesses. Antibacterial chemotherapy ‘is justifiable 
only in selected cases (heart failure, asthma) in which a complicating bacterial infection would impose 
extraordinary risk. The commonest bacterial respiratory infection, streptococcal pharyngitis, can be diagnosed 
by symptoms backed up by simple laboratory procedures (throat culture, leukocyte count). 

It is best treated with penicillin, and treatment should be in effect for eight days. 


THE FREQUENCY of occurrence of common upper 
respiratory infections and the availability of a num- 
ber of antimicrobial agents constitute the two horns 
of the diagnostic and therapeutic dilemma that 
constantly faces the physician. The dramatic effec- 
tiveness of antibiotic and chemotherapeutic agents 
in many bacterial and rickettsial diseases has en- 
couraged their use in almost all acute febrile ill- 
nesses. Unfortunately, none of these drugs is effec- 
tive against any of the viruses that produce most of 
the illnesses classified as upper respiratory infec- 
tions. 

Since the patients of a physician who cares for 
both parents and children will have an average of 
six nonbacterial respiratory infections each year, 
and since at least one of these will be a febrile illness, 


Diphtheria is a medical emergency. Antitoxin should be given on suspicion. 


the physician is frequently called on to determine 
the need for specific antimicrobial therapy. Because 
children have more febrile common respiratory ill- 
nesses than adults, the pediatrician must constantly 
make this decision. All too often, the decision is 
made to administer penicillin, one of the tetra- 
cyclines, or some sulfonamide, “just in case” the 
patient has a bacterial infection. 

This therapeutic choice has been strengthened in 
recent years with the knowledge that effective treat- 
ment of streptococcal tonsillitis and pharyngitis will 
prevent the subsequent development of rheumatic 
fever and hemorrhagic nephritis. The “just in case” 
approach, however, because of the comparatively 
low incidence of streptococcal disease, leads to the 
needless treatment of many nonbacterial infections 
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with expensive, ineffective, and potentially toxic 
antimicrobial agents. 

The joking remark that it is easier to give an in- 
jection than to make a diagnosis retains none of its 
humor, if any it ever had, when applied to the man- 
agement of patients with acute upper respiratory in- 
fections. As in all of medicine, correct diagnosis is 
the key to proper therapy, and it is the primary pur- 
pose of this article to discuss the clinical differen- 
tiation of those illnesses that do and those that do 


not require specific therapy. Classification and man- 
agement of the nonbacterial infections is then con- 
sidered, and recent progress in the common cold 
field is reviewed. 


The Need for Specific Therapy 


Figure 1, designed as a diagnostic guide, shows 
the diagnoses that the physician must consider 
when confronted by a patient with acute upper 


Figure 1. The Diagnosis of Acute Upper Respiratory Infections. Although these illnesses share many features in common, recognition 
of quantitative and qualitative variation in symptoms and signs, when coupled with epidemiologic and laboratory data, distinguishes 
bacterial from nonbacterial infections and usually permits specific diagnosis. 

ARD—Acute respiratory disease; Comp. fix.—Complement fixation; Neut.—Neutralization; H-I—Hemagglutination-inhibition. 
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respiratory symptoms. Because of the relatively lim- 
ited capacity of the tissues of the respiratory tract to 
react to the presence of any noxious agent, such 
symptoms as nasal obstruction and rhinorrhea, or 
sore throat and cough are common to nearly all of 
the diseases listed. Yet recognition of the quanti- 
tative and qualitative variation in these nonspecific 
symptoms is an important first step in the classifi- 
cation of the various clinical entities. When the par- 
ticular features of the symptom complex then are 
supported by epidemiological data and coupled with 
a careful examination, a presumptive diagnosis of 
bacterial or nonbacterial infection can be made. Fi- 
nally, the diagnosis may be confirmed by simple 
laboratory procedures. These steps are particularly 
applicable to the recognition of streptococcal phar- 
yngitis and tonsillitis—the most common bacterial 
respiratory infection. 

Streptococcal Infections. In a patient with a group-A 
streptococcal respiratory infection, the onset of the 
illness is usually abrupt with feverishness, chilliness, 
anorexia, headache, and sore throat. Nausea and 
vomiting are common in children. The temperature 
rises within twenty-four to thirty-six hours to be- 
tween 101° and 104°F. Sore throat is the most an- 
noying symptom, and characteristically causes ex- 
treme pain or soreness upon swallowing. Such sore- 
ness is maximum in the tonsillar regions and in the 
lymph nodes draining these areas, and turning of 
the head usually produces pain in the neck. As the 
fever heightens, there may be a flush of the skin. 
Should a definite rash appear, the diagnosis of 
scarlet fever is evident. 

Examination shows diffuse. redness of the palate, 
the tonsils, and the lymphoid tissues of the pharynx. 
This redness, often accompanied by edema, is much 
more marked than that seen with nonbacterial in- 
fections. In addition, there are usually discrete to 
confluent patches of yellowish-white exudate on the 
tonsils or other lymphoid tissues. The anterior 
cervical lymph nodes are enlarged and tender. This 
is another important finding, for the cervical ade- 
nitis is more marked than that seen with nonbac- 
terial infections. 

Not all patients will exhibit the typical features 
just described which call for the prompt institution 
of therapy, but many of these cases can be recog- 
nized by the degree of pharyngeal redness, the 
presence of exudate, and the severity of the adenitis. 
A few patients will be denied therapy, however, if 
these criteria alone are followed, and fear of missing 
these cases is one of the factors responsible for the 
widespread use of antibiotics in acute respiratory 
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infections. In such doubtful cases, two laboratory 
procedures, the total leukocyte count and a throat 
culture, can assure adequate treatment for the pa- 
tient with streptococcal infection and spare the 
patient with a nonstreptococcal illness. In strepto- 
coccal illnesses, the leukocyte count is elevated, 
usually above 12,000. The isolation of large numbers 
of 8-hemolytic streptococci leaves no doubt as to the 
need for therapy. 

When it is recognized that adequate treatment of 
a streptococcal infection requires the maintenance 
of effective penicillin levels for at least a week to 
insure eradication of the organism, it is easy to 
justify these diagnostic procedures in doubtful cases 
on the basis of cost alone. A 24- to 72-hour delay in 
instituting therapy while waiting for the culture 
report will not decrease the effectiveness of peni- 
cillin in preventing rheumatic fever. 

Penicillin is the antibiotic of choice, and a variety 
of dosage forms are available. Suggested schedules 
include: 

1. Intramuscular procaine penicillin, 300,000 
units, once daily for eight days. 

2. Intramuscular procaine penicillin, 300,000 
units, followed by oral crystalline penicillin, 300,000 
units, twice daily for eight days. 

3. Oral crystalline penicillin, 300,000 units, four 
times on first day and 300,000 units twice daily for 
ten days. 

4. One intramuscular injection (300,000 units 
for children; 600,000 units for adults) of procaine 
penicillin with aluminum monostearate in oil, every 
two or three days for three doses. 

5. A single injection (600,000 units for children; 
1.2 million units for adults) of benzathine penicillin 
(Bicillin). 

If penicillin cannot be given, one of the tetracy- 
cline derivatives should be administered in full 
doses for a period of at least eight days. 

Diphtheria. An extensive description of diph- 
theria is not within the scope of this presentation, 
but, although uncommon, this disease still occurs 
and must be considered in an individual with fever 
and sore throat. 

In diphtheria the pharynx usually lacks the acute 
redness, swelling, and pain of a streptococcal infec- 
tion, but the degree of toxemia is more marked than 
might be expected on the basis of the signs in the 
throat or the relatively low fever of from 100° to 
102°F. The exudate coalesces to form a grayish, ad- 
herent membrane; the cervical nodes become 
swollen and tender. 

In all of the other diseases shown in Figure 1, it 


ff 
51 


is safe to wait until the result of a culture has been 
reported, but when the probability of diphtheria 
exists, the physician must act promptly. A culture 
should be taken, and antitoxin administered at once 
after skin tests have excluded sensitivity to the anti- 
toxin. Here, in contrast to other upper respiratory 
infections, the physician is dealing with a poten- 
tially fatal disease, and the patient’s chance of sur- 
vival is directly related to the speed with which the 
diphtheria toxin is neutralized. 


Nonbacterial Infections 


Infectious Mononucleosis. Infectious mononucleo- 
sis is not usually classified among the respiratory 
infections, yet pharyngeal involvement and adenop- 
athy are some of the many protean manifestations 
of this disease. For this reason it has been confused 
at times with both streptococcal pharyngitis and 
diphtheria. Lesions in the pharynx range from 
petechial areas on the soft palate to the dirty gray 
ulcers on the tonsils, often labeled Vincent’s angina. 
The leukocyte count may be low, normal, or high; 
there is an increase in the percentage of mononu- 
clear cells, and repeated studies will show that 
many of these are atypical lymphocytes. 

The systemic nature of the disease is usually 
indicated by generalized adenopathy, splenome- 
galy, and hepatic dysfunction. Heterophil anti- 
bodies increase in titer in most cases. None of the 
available antimicrobial agents is effective in shorten- 
ing the course of the illness. 

Herpangina. Herpangina was first described in 
1920; the etiologic agent, group A Coxsackie virus, 
was identified thirty years later. This acute febrile 
disease of childhood is accompanied by malaise and 
sore throat, but adenopathy is seldom marked. The 
pharyngeal lesions, characteristically located on the 
anterior pillars of the fauces and few in number, 
evolve from petechiae to small vesicles surrounded 
by red areolae, and finally to punched-out ulcers. 
The total and differential leukocyte counts are 
normal. 

The Coxsackie virus can be isolated from both 
throat swabs and stool specimens, a procedure that 
requires laboratory facilities not generally avail- 
able. Furthermore, because these agents are so 
widely distributed during the summer months, 
mere isolation of Coxsackie virus does not establish 
the diagnosis. To do so, it is necessary to demon- 
strate a rise in titer of neutralizing or complement- 
fixing antibodies in the patient’s convalescent ser- 
um, although these tests, too, are not readily avail- 


able. The fever usually subsides within forty-eight 
hours, and the patient is asymptomatic in a few 
days after onset. No specific treatment is indicated. 

Nonstreptococcal Exudative Tonsillitis and Pharyn- 
gitis. This syndrome, described in detail during 
World War II, has been classified among the com- 
mon respiratory diseases, and it is presumed to be a 
virus disease. No direct attempts have been made to 
transmit the infection to man, nor is it known that 
the illness represents a single entity. Indeed, cases 
in children so diagnosed in recent years may acu- 
tally have been herpangina. 

The syndrome is included here because the clini- 
cal picture, while chiefly resembling that of ARD 
(see below), includes symptoms and signs sugges- 
tive of streptococcal pharyngitis. Irritation, rawness, 
or soreness of the throat, rather than pain on swal- 
lowing, is the outstanding complaint. Hoarseness 
and cough are most prevalent by the third or fourth 
day of illness. Nasal symptoms are not prominent. 
The mucous membranes of the palate, pharynx, and 
tonsils are infected. White, yellow, or pearly gray 
exudate, small in amount, appears as spots which 
are pinhead in size. The cervical lymph nodes may 
be palpable and, occasionally, are enlarged and 
tender. The leukocyte count is normal in two- 
thirds of the cases. It may be above 10,000 in one- 
third, but is rarely over 12,000. The differential 
count is normal. 

This is an instance in which a throat culture is 
extremely helpful, for if penicillin therapy has been 
started because of the presence of exudate and an 
elevated leukocyte count, penicillin may be discon- 
tinued when it is learned that the culture is nega- 
tive for B-hemolytic streptococci. 

Influenza. Although there is increasing evidence 
that sporadic infections with influenza A and B vi- 
ruses are constantly occurring, the characteristic 
manifestation of influenza is its occurrence in epi- 
demic form. Many members of a family, or many 
individuals in a community, become ill within an 
interval of a few weeks. 

The onset of the illness is usually abrupt. The 
first symptoms are chilliness, feverishness, head- 
ache, weakness, pain in the eyeballs, pain in back, 
and muscular aches. Such constitutional symptoms 
predominate, although coryza, sneezing, hoarse- 
ness, and dry cough may develop. Maximum tem- 
peratures range from 101° to 103°F. Examination 
shows an acutely ill, prostrated patient. The face is 
flushed; conjunctivitis is common. The pharynx 1s 
injected. Moist rales and rhonchi sometimes may 
be heard in the chest. The leukocyte count is often 
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within normal limits, but may be below normal in 
the more severely ill patients. 

The diagnosis of influenza may be suspected on 
the basis of the clinical picture, particularly if the 
illness occurs during an epidemic. The diagnosis 
can be confirmed either by isolating the virus from 
the throat or by demonstrating a rise in titer of 
antibodies by testing blood serum specimens drawn 
during and after the illness. Neither of these proce- 
dures is available to most physicians, nor can they 
be of much help in the individual case because the 
results are not available until after the patient has 
recovered. However, knowledge that state or local 
laboratories have reported the presence of influenza 
virus in the population is of value, for it can be 
assumed that many of the patients with the clinical 
features described above, of themselves nonspecific, 
are suffering from influenza virus infection. 

Because of the severity of the constitutional 
symptoms, the inclination to administer antibiotics 
is great. Yet none of these agents alters the course 
of the infection. Since influenza predisposes to 
pneumonia, there is some justification for the pro- 
phylactic treatment of selected patients, such as 
those with cardiac decompensation or asthma, with 
penicillin. In others, secondary bacterial infections 
are rare, and should be treated as they appear. 

Acute Respiratory Disease (ARD). During World 
War II the Commission on Acute Respiratory Dis- 
eases delineated a clinical syndrome, termed ARD. 
characterized as a grippe-like illness which occurred 
in epidemic form among military recruits. Although 
resembling influenza clinically, ARD was not caused 
by the influenza viruses. By using bacteria-free 
filtrates of respiratory tract secretions to transmit 
the illnesses to volunteers, it was shown that ARD 
was caused by an agent, presumably a virus, dis- 
tinct from those that induced the common cold or 
primary atypical pneumonia. 

Recently, employing tissue culture techniques, 
Hilleman and Werner isolated an agent from throat 
washings collected during a study of noninfluenzal 
infections occurring at a military base and resem- 
bling ARD. This agent multiplies in cultures 
of HeLa cells, producing obvious cytopathogenic 
changes. Because its destructive action on the cells 
can be neutralized by immune serum, it was pos- 
sible to demonstrate the development of antibodies 
in the patients who had ARD. Further, by testing 
sera obtained from the volunteers mentioned above 
and stored since the time of the experiment, it has 
been shown that those who became ill following 
inoculation of ARD filtrate developed antibodies 
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to the agent isolated from other cases of ARD eight 
years later. It is possible, indeed likely, that more 
than one type of virus incites the clinical syndrome 
recognized as ARD, but it is apparent that this new 
agent is responsible for some cases of ARD, and 
the epidemiology of the disease can now be studied 
with the aid of diagnostic laboratory tests. ARD 
continues to be an important cause of illness in 
military personnel; its prevalence in civilian popu- 
lations remains to be determined. 

In this infection, constitutional symptoms are 
more prominent than respiratory symptoms. The 
onset is gradual, with feverishness, chilliness, head- 
ache, malaise, and anorexia. The throat becomes 
sore, but usually without pain on swallowing. 
Hoarseness and cough are common. Fever averages 
101°F. and subsides by about the third day. Respir- 
atory symptoms, such as hoarseness and cough, 
may persist for one or two weeks. Nasal discharge 
may be present, but is usually not so profuse as in 
the common cold. The pharynx is moderately red- 
dened, and the lymphoid tissue may be prominent. 
The cervical lymph nodes, although often palpable. 
are not grossly enlarged or acutely tender. The 
leukocyte count is normal. No specific therapy is 
available. 

Common Cold. The clinical characteristics of the 
common cold will not be described here. Rather, 
recent progress in this field will be reviewed. 


Epidemiology of Common Respiratory Diseases 


Incidence. A study of illness in a group of Cleve- 
land families has shown that infections of the res- 
piratory tract accounted for two-thirds of the total 
illnesses, the incidence being constant at 6.5 respir- 
atory illnesses per person-year. Not more than 3 
per cent of the respiratory illnesses could have 
been benefited by any antibiotic therapy available 
today. Infections characterized chiefly by coryza, 
classified as the common cold, accounted for 40 per 
cent of all illnesses and 60 per cent of all respiratory 
illnesses. 

As in all previous studies, the incidence rates 
were high during the winter months. Cumulated in- 
cidence rates indicated that between September and 
April an average of 15 per cent of the population had 
a new respiratory illness each week. 

Age. Between 1 and 6 years of age there was little 
variation in incidence rates, children of these ages 
having an average of about eight common respira- 
tory illnesses per year. Beginning at age 6, there 
was a progressive decrease in frequency. Among 


children, incidence rates were higher for males 
than for females. With adults, the sex difference 
was reversed, for mothers had more respiratory ill- 
nesses (5.4 per person-year) than did fathers (4.1 
per person-year). 

School Attendance. Incidence was related to school 
attendance as well as age. For every year of age, the 
rates for children attending school were higher 
than those for nonschool children. Preschool chil- 
dren having older siblings in school had more ill- 
nesses than did other preschool children. It is felt 
that these rates reflect the influence of contact 
outside the home. 

Once respiratory illness has been introduced into 
the home, children under 6 are twice as likely to 
become ill as are children over 6. 

Immunity. Since children must eventually face 
the hazard of frequent exposure to respiratory ill- 
nesses, it has been said that they might as well have 
their colds this winter since they will then have 
fewer next winter. This implies that immunity de- 
velops as a result of exposure to the cold viruses. 
To examine this hypothesis, two groups of school 
children, approximately 5 years of age, were com- 
pared. One group had attended school the previous 
year; the other had not. During the eight months 
of the next school year, the average number of ill- 
nesses per child was the same in the two groups, 
and there was no evidence that incidence was re- 
duced as a result of school attendance during the 
preceding year. 

This, and other evidence, suggests that the rela- 
tive immunity which develops with age is due to the 
aging process rather than to the development of 
specific immunity. 

Tonsillectomy. The question of whether or not 
tonsillectomy will reduce the incidence of common 
respiratory infections has been debated for a num- 
ber of years. Stable data had been collected for the 
Family Study population over a period of five years, 
and it was possible to adjust incidence rates for 
children with and without tonsillectomy for both 
age and season. Children without tonsils had the 
same number of illnesses, and illnesses no less 
severe, than children with tonsils. A study of chil- 
dren subjected to tonsillectomy while under observa- 
tion indicated that these children had higher in- 
cidence rates than expected in the years before 
tonsillectomy and continued to have higher than 
expected rates in the years after the operation. This 
evidence indicates that a large number of upper 
respiratory infections, per se, is not a justifiable 
indication for removing the tonsils. 
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Etiology of Common Respiratory Diseases 


The volunteer experiments of the Commission on 
Acute Respiratory Diseases provided evidence for 
the existence of at least two different clinical entities 
within the group of common respiratory diseases, 
and added further proof that these infections are 
caused by filterable agents, presumably viruses. One 
of these entities, ARD, has been described above 
with the notation that a virus causally related to the 
disease has been isolated. 

Two other laboratories, using similar tissue cul- 
ture techniques, have now reported the isolation of 
other respiratory agents. Andrewes, Chaproniere, 
Gompels, Pereira, and Roden, in England, passed 
a common cold secretion through ten serial cultures 
of embryonic human lung. Evidence for the pres- 
ence of a virus was the production of colds in 10 
per cent of volunteers inoculated with material from 
the fourth to tenth passages. Unfortunately, ma- 
terial from subsequent passages did not induce 
colds, and the significance of these observations 
remains to be determined. 

Rowe, Huebner, Gilmore, Parrott, and Ward, in 
this country, have reported the isolation of new 
agents from human adenoids undergoing sponta- 
neous degeneration in tissue culture. Like the 
Hilleman-Werner virus of ARD, and poliomyelitis 
viruses, these agents can be passed serially in HeLa 
cell cultures where their growth leads to degenera- 
tion of the cells. These agents, probably viruses, 
have been tentatively designated as “adenoid de- 
generation (AD) agents.” Such agents have now 
been isolated by Rowe and co-workers from a num- 
ber of normal individuals. Although neutralization 
tests indicate that they do not cause ARD, there is 
an immunologic relation between the agent isolated 
by Hilleman and Werner and those isolated by 
Rowe et al. Whether the “AD agents” are innocuous 
inhabitants of the throat or play a role in human 
disease is now under study. It is possible that, at 
long last, this and other studies may lead to the 
identification of the agent, or agents, responsible 
for the common cold. 


Treatment 


The treatment of the bacterial diseases has al- 
ready been discussed. There is no specific agent 
available for the treatment of the nonbacterial in- 
fections. 

As a result, “cold cures” are legion and are con- 
sidered here only by presentation in Table 1. 
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Rational symptomatic therapy consists of rest, 
analgesia, and relief of local symptoms. Aspirin is as 
effective as any of the many compounds used for the 
relief of feverishness, headache, and malaise. Exces- 
sive diaphoresis should be avoided. Sedatives such 
as the barbiturates, or alcohol, may be required for 
restlessness. Relief of nasal obstruction with non- 
oily vasoconstrictor compounds increases the com- 
fort of the patient by lessening the sensation of full- 
ness in the head and providing a more normal 
airway during sleep. 

Relief offered by saline or glucose gargles or irri- 
gations is transient, but their use may be justifiable 
in certain cases. 

Cough is often difficult to control. Considerable 
relief can be afforded some patients by using hu- 
midifiers to provide steam or cold moisture. The 
vapor need not contain aromatics, such as benzoin. 
The overactive cough reflex may be controlled by 
codeine, 15 to 30 mg., or dihydrocodeinone (Hyco- 
dan), 2.5 to 5 mg. 


Complications 


Complications such as sinusitis, otitis media, 
mastoiditis, and pneumonia sometimes occur after 
nonbacterial infections of the upper respiratory 
tract. 

As stated in the section on influenza, the inci- 
dence of such bacterial complications is so low that 
the prophylactic use of antimicrobial drugs is rarely 
justified. 

Except in individuals with little or no reserve, 
such as patients with asthma or decompensated 
heart disease, antibiotics should be withheld until 
increasing fever, toxicity, and localizing signs indi- 
cate the presence of a complication. 


Prevention and Control 


Prevention of the two bacterial diseases con- 
sidered in this paper is possible. Diphtheria pro- 
phylaxis, accomplished through the administration 
of toxoid to produce active immunity, is provided 
almost universally in this country. No vaccine is 
available for use in stimulating the production of 
antibodies directed against the many different types 
of group-A 6-hemolytic streptococci, but small doses 
of sulfadiazine (0.5 to 1.0 Gm. daily) or penicillin 
(50,000 to 100,000 units twice daily before meals) 
will protect an individual from streptococcal infec- 
tion. 

Such chemoprophylaxis is useful in controlling 
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ineffective and Irrational Treatment 
table 1 of Nonbacterial Respiratory Infections 


. Diet: “Stuff a cold and starve a fever" 
2. Purgatives 
. Diuretics 

a. Woter 

b, Sodium citrate 
4. Diaphoretics 

a. Blankets 

b. Hot lemonade 

¢c. Mustard foot bath 
5. Alkalis 
6. Antipyretics 


7. Combinations of above in 3, 4, or 5-way cold tablets 


8. Counterirritants 
a. Methyl salicylate 
b. Mustard plasters 
9. Complex cough remedies 
a. Demulcents 
b. Expectorants 
10. Local therapy 
a. Medicated sprays 
b. Antiseptic swabs 
c. Gargles 
d. Antibiotic lozenges 
11. Chemotherapy 
a. Antihistamines 
b. Sulfadiazine 
Penicillin 
d. Tetracycline and derivatives 


localized outbreaks of streptococcal disease, and is 
of particular importance in protecting individuals 
who have had rheumatic fever or have developed 
rheumatic heart disease, from subsequent strepto- 
coccal infection and recurrent rheumatic fever. 

No chemoprophylactic agents, antimicrobial or 
otherwise, are available for the nonbacterial respira- 
tory diseases. A vaccine is available for only one of 
these diseases, influenza. Influenza virus vaccine can 
be made because the virus can be grown in develop- 
ing chick embryos. Concentrated, inactivated in- 
fluenza vaccines containing both A and B viruses 
have provided significant protection during certain 
epidemics. At other times, epidemics have been 
caused by strains of virus antigenically different 
from those used in the vaccine and little or no pro- 
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Measures Ineffective in Prevention and 
table 2 Control of Nonbacterial Respiratory Infections 


1. Control of air-borne infection 


a. Ultraviolet light 

b. Glycol vapors 

¢. Oiling of floors and bedding 
d. Sanitary ventilation 
Increasing resistance of host 

a. Diet and vitamins 

b. Physical conditioning 

¢. Tonsillectomy 


tection has been noted. As long as the influenza 
virus continues to change its stripes by altering its 
antigenic composition, it will be difficult to antici- 
pate these changes and provide vaccines of proper 
constitution and suitable potency. Furthermore, the 
vaccine not infrequently induces transient influenza- 
like symptoms. 

For these reasons, it is not recommended for gen- 
eral use in civilian populations. Its use may be ad- 
visable in selected groups, such as military popu- 
lations, hospital staffs, and in certain patients for 
whom any respiratory infection constitutes a special 
hazard. 

There are no established methods or procedures 
which are effective in preventing the other non- 


d. Irradiation of lymphoid tissue of pharynx 
e. Passive immunity 
1) Convalescent serum 
2) Gamma globulin 
f. Active i ity—bacteri: 
Chemoprophylaxis 
a. Antihistamines 


bacterial upper respiratory infections. Those meas- 
ures known to be ineffective are listed in Table 2. It 
is impossible to avoid exposure to the common res- 
piratory agents, for there are no means of limiting 
their spread. ‘Cold vaccines” contain killed bacteria 
b. Sulfediozine of the species commonly present in the nose and 
€. Penicillin throat rather than the viral agents, and their use is 
d. Tetracycline and derivatives not rational. 

Better understanding of the mode of spread of 
these troublesome diseases, and any hope of pre- 
vention by vaccination, await the isolation and 
characterization of the etiologic agents. 


A PATIENT is the most important person we see in this office or 
talk to on the telephone. 

A patient is not a resented interruption of our work; he is the 
reason for it. 

The patient is doing us a favor by taking us into his confidence, 
not vice-versa. 

A patient is not a stranger to our profession; he is part of it. 
PATIENT? A patient is not a case number or a case report; he is a normal 
human being disturbed by illness, torn by emotion and the results 
- of fears and feelings. 

A patient is not a witness on the stand with whom you cross 
swords or match wits; he is someone who has brought his problems 
to you, hoping to find in you a friend. 

A patient is not a pocketbook but a person in need of service. 
This service we must provide; for if we do not, the reason for 
our existence is gone. 
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New York City 


What the Family Doctor Should Know About Cataract 


BY DANIEL B. KIRBY, M.D. AND EDWARD P. DANFORTH, M.D. 


As the population ages, the problem of cataract will become more prevalent. Fortunately, 


modern surgical techniques are effective for restoration of vision in a very high percentage of cases. 
There is no longer any need to defer operation until a cataract “ripens.” The general practitioner's role 
in treatment of this disease is one of attention to underlying or associated disorders, general upbuilding 


‘THE GENERAL PRACTITIONER should have some knowl- 
edge of cataracts because the eye is part of the hu- 
man body, and the development of lens opacities 
may be the only sign of some general dysfunction. 
He would thus be alerted to the necessity for in- 
vestigation and correction of the condition. It is the 
general practitioner whom the patient knows best 
and whose advice is usually sought. It is the general 
practitioner who usually knows the patient best. 

Patients who are faced with the threat of loss of 
vision or who have found it reduced to less than 
adequate for their vocation usually develop con- 
siderable emotional stress. The probability of their 
being unable to earn a livelihood is quite serious. 
Their anxiety and apprehension may well get out 
of bounds. They need guidance. In desperation or 
through poor advice, they may fall’ into the hands 
of unscrupulous physicians or quacks. 

The general practitioner should know the basic 
facts, the early signs and symptoms of cataract, 


of the patient, and participation in the program of postoperative care and rehabilitation. 


since he then may be the first to discover the lens 
changes or to infer that his patient has cataracts. 
He should know that it is no longer necessary to 
wait for the cataract to “ripen” before the operation 
for restoration of vision. The surgical technique of 
extraction has advanced so that it is possible and 
good to remove the cataract in the immature stage. 

The ophthalmologist who has diagnosed cataract 
will usually refer the patient to his general practi- 
tioner with the request for a recheck on the general 
medical condition, to determine the etiology of the 
cataract. He will be asked to correct as far as pos- 
sible any remediable conditions, so that the progress 
of the cataract may be arrested or retarded, to look 
to the patient’s nutrition, and to prevent as far as 
possible the advance of senile degenerative condi- 
tions. When there is need to use proper preopera- 
tive measures that will make the surgery easier and 
provide graceful healing, the general practitioner 
will be asked to look into the history and the physi- 
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Figure A. Ophthalmoscopic appearance of stellate opacity 
in posterior cortex found in myotonic dystrophy. These 
cataracts occur early (between 20 and 30 years). Cataract 
extraction offers no difficulties. 


cal condition, and to order any laboratory tests that 
may be indicated. 

Usually an adequate specific cause will not be 
found. Cataract usually is a sign only of degenera- 
tion of an ectodermal structure. With the increased 
average life expectancy, there will be more people in 
the elderly group of our society, and many will 
have cataracts. There is no specific cure for cataract. 
The best that can be done is to prevent its develop- 
ment, to allay the symptoms, to prevent the prog- 
ress in certain cases, and finally to assure the patient 
that in the great majority of cases, useful, even 
excellent vision, can be obtained after surgical re- 
moval of the cataract. 


Definition and Clinical Manifestations 


A cataract may be defined as any opacity of the 
crystalline lens. An early or beginning cataract— 
one in which the clouding of the lens and the 
diminution of vision are slight—is called an incipient 
cataract. An immature cataract is one that is not 
complete but interferes greatly with the patient’s 
vision. When degeneration of the lens cortex and 
nucleus has become complete, the cataract is said 
to be ripe or mature. We will now speak principally 
about cataracts in the adult and senile periods of 


Figure B. Ophthalmoscopic appearance of cataract from 
atopic dermatitis. Eczema usually precedes the onset by ten 
or more years. When the process is once started, these cata- 
racts usually mature rapidly, and are usually bilateral. 


life and refer only briefly to congenital and trau- 
matic conditions. 


SYMPTOMS OF CATARACT 


Gradual impairment of vision is the most common 
complaint in early cataract. The change may be so 
gradual that it sometimes goes unnoticed, especially 
when the cataract is monocular and when there is 
normal vision in the other eye. 

The degree of interference with vision will de- 
pend upon the location of the opacities within the 
lens. If they are confined to the cortex of the lens, 
the patient still may have 20/20 vision, and the 
field of vision may be normal. This patient may see 
better in bright light, since this causes constriction 
of the pupil and leaves only the clear central area 
of the lens for the passage of the visual rays. 

On the other hand, if the opacity is nuclear or 
posterior cortical and centrally located, the patient 
will be dazzled by, and his vision diminished by 
bright light, whereas in dim light the pupil will di- 
late and the vision may be improved if there are 
sufficient clear areas in the lens around the margins 
of the opacity. 

As a cataract progresses, failure of vision be- 
comes proportionally more severe. 

Lenticular myopia or “second sight” may develop 
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Figure C. Ophthalmoscopic appearance of cataract due to 
radiant energy. These opacities appear quite late (nine 
months to ten years after exposure); amount of radiation 
necessary to produce them varies considerably. Inearly stages 
the cataract is characterized by a disc-shaped opacity of 
the posterior pole surrounded by powder-like opacities. 


in various forms of nuclear and cortical-nuclear 
cataract. This symptom may give false hope to the 
patient, for he can now put aside his glasses and 
read without them. For some reason, he rarely 
complains about the blurred distant vision that goes 
with this development, and he is seldom pleased 
with correction of his distant vision. 

Aberrations of color vision usually develop be- 
cause of the yellowish to amber tint of the cataract. 
The blues and yellows become subdued. After the 
cataract is removed, the patient will often speak of 
the beautiful new brilliance of colors. 

Monocular diplopia and polyopia may be com- 
plained of when cortical cataracts are split by water 
in the lens, and fissures are formed which divide 
the lens into a multiple focusing structure. 


SIGNS OF CATARACT 


The electric ophthalmoscope or any reflecting 
instrument which can be used to examine the fundus 
reflex is proper for use in making the diagnosis of 
cataract. The clarity or opacity of the media should 
be established in any patient past middle life whose 
vision is gradually failing before the more definitive 
examination of the fundus is made. 

The physician should first make certain that the 
cornea is clear, as any opacity in the cornea will 
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Figure D. Ophthalmoscopic appearance of nuclear cata- 
ract. These are usually. bilateral, commence early (soon 
after 40), and produce myopia, or second sight. Patients 
with this type of cataract see better on cloudy days as pu- 
pils dilate, allowing vision through the clear periphery 
of lens, and complain of being dazzled by bright light. 


show up as a shadow in the fundus reflex. The pupil 
should be at least partially dilated. There is no 
reason why a general practitioner should not use 
drops to dilate the pupil if he will first make certain 
that glaucoma is not present. 

Holding the ophthalmoscope with a good light 
of straight or parallel beam 8 or 10 inches from the 
eye and focusing it so as to obtain the best possi- 
ble fundus orange-red reflex, any shadowing or 
dark spots in this reflex are indicative of some 
opacity. If the examiner is presbyopic, he may well 
use the # 3.00 D lens to help in this test. The loca- 
tion of the lens opacity can best be determined by 
the parallax test, that is, by shifting about with 
the ophthalmoscope or by having the patient move 
his eyes up and down and to the side, or by focus- 
ing directly on the opacity with the ophthalmo- 
scope. Vitreous opacities should be recognized as 
separate from lens opacities. They will be seen to 
move with the movement of the eye. 

A mistake may sometimes be made if the pupil 
and the lens are examined only by focal illumina- 
tion, as for example with the incident beam of a 
flashlight. Noting some cloudiness or graying of the 
pupillary area, the examiner may think that this is 
a cataract, or he may assume otherwise that be- 
cause the pupil appears black, a cataract does not 


exist. The method of examination with incident 
light is not valid unless the cataract is mature and 
obvious. In these cases the absence of iris shadow 
by incident light has long been taken as a sign of 
maturity. 

In patients past middle life the pupil often ap- 
pears to be a little cloudy when there is actually no 
serious obstruction to the rays of light. On the 
other hand there may be an incipient posterior 
cortical cataract, and the pupillary area may appear 
to be normal. The eye might be compared to a 
dark room, and the cornea and lens to a double 
window. By simply looking at the window with 
the aid of transmitted or reflected light, it may be 
difficult to tell whether the windows are trans- 
parent, but when the room is lighted up inside, 
anyone can readily see whether or not the glass is 
clean and clear. 

Once the diagnosis of cataract is made, it may 
well be repeated, the ophthalmologist and the gen- 
eral practitioner will look to the general condition 
of the patient for the possible cause. The concept 
of a healthy eye in a healthy body is a correct one, 
the eye being dependent on a healthy body to 
maintain the transparency of its lens. If the causa- 
tive factor can be found and corrected, the prog- 
ress of the cataract may be retarded and even 
arrested. 


The Examination of the Patient 


Some physicians may be very cursory in their 
examination and report that the blood pressure is 
normal and that they are satisfied that the patient 
is in good health. They believe that cataract is a 
condition of senility and degeneration and that 
there is no use trying to find any other cause. 
Other general physicians, having made a thorough 
study of the patient, ask how far they should go, 
especially in the laboratory work-up which may, if 
extensive, be costly and fruitless. 

If particular diseases or deficiencies are suspected 
from the history and physical examination, all neces- 
sary tests should be made in order to complete the 
survey, so that any indicated treatment may be 
directed at the source of trouble. 

The examination should be as thorough as for 
any diagnostic problem. 

The History. The clinical history should start 
with the present illness, noting particularly any 
recent sickness, change of diet, new medications, 
allergy, hypersensitivity, trauma, or other symp- 
toms that might point to organic disease. 


The family history may be important in un- 
covering some family predisposition to early vascu- 
lar breakdown, hypertension, diabetes, etc. 

The past history should be both general and 
specific. It should reveal information concerning 
not only past illnesses, but the patient’s way of 
life, his work, hobbies, habits, idiosyncrasies, aller- 
gies, exposure to chemicals, radiations, or drugs; 
his diet, digestion, renal function, any dermatitis, 
tendency to hemorrhage; his ability to resist in- 
fections, and his emotional status. Any tendency to 
chronic cough should be evaluated. If dentures 
are present, it should be determined whether they 
are adequate for mastication. Extensive pyorrhea 
or infected teeth should also be noted. The inquiry 
into the function of the digestive system should 
reveal information about recent loss or gain in 
weight, the adequacy of diet, the foods not tolerated, 
or trouble in the lower bowel. Any nervous or 
mental trouble in the past should be noted. 

The physical examination should include a search 
for evidence of degenerative disease in ectodermal 
structures, other than the eyes, such as the skin, 
mucous membranes, and hair. 

The laboratory tests should include, as a mini- 
mum, a complete blood count, sedimentation rate, 
Wassermann, repeated urine analysis, fasting blood 
sugar, and chest and sinus x-rays. 


The Etiology of Cataracts 


The exact cause or mechanism of cataract forma- 
tion is still unsolved, but there are several factors 
known to have a definite causative influence. 

Hereditary, Congenital, and Infantile Cataract. 
There may be some hereditary fault in the chrom- 
osomes, a congenital malformation, a prenatal in- 
fection, the condition of Mongolism, or faulty nu- 
trition such as inability to utilize galactose in in- 
fancy. 

Traumatic Cataract. Trauma to the eye may pro- 
duce cataract by contusion or by perforation. These 
cataracts may involve the entire lens or only a 
sector. The progress of traumatic cataracts to com- 
plete opacity varies from a few hours to months 
following the injury. Some sector or partial trau- 
matic cataracts may be nonprogressive and finally 
cause little or no disturbance of vision. 

Penetrating wounds and foreign bodies involving 
the lens may produce very serious lesions. Infec- 
tions may be introduced into the eyeball from with- 
out, and if any of the foreign body such as iron or 
copper is retained, a chemical reaction will be 
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initiated which eventually will add to the extent of 
the damage. 

Perforating injury is often followed by uveitis, 
which should be carefully watched, as the fellow eye 
may become involved. Sympathetic uveitis is most 
serious, as there is danger of loss of both eyes. If 
cataract does not develop after trauma, there is an 
added possibility that a complicated cataract may 
follow the traumatic uveitis. 

Radiation Cataracts. Certain radiations may pro- 
duce cataracts. The visible rays of the spectrum 
have not been proved to be harmful, but lightning, 
electric shock, and infrared rays often produce lens 
opacities after a latent period. The production of 
cataract in glassblowers, iron smelters, and others 
exposed to intense, dehydrating, glowing heat for 
long periods of time is well known. There is still 
some controversy as to whether or not ultra- 
violet radiation may be a causative agent. The acci- 
dental and therapeutic exposure of the eyes to the 
radiant energy of roentgen, radium, and atomic 
rays usually causes cataracts, especially in sensi- 
tive individuals. Experimental cataracts have been 
produced by ultrasonic radiations. 

Cataract Associated with Diseases of the Eyes. Cata- 
ract formation may occur as a result of local disease 
of the eyeball. This is known as a complicated 
cataract. The inflammatory disease of the eye that 
may cause complicated cataract are iritis, irid- 
ocyclitis, choroiditis, corneal ulcer, purulent infec- 
tion with or without hypopyon. 

Cataract may develop in other eye diseases: high 
myopia; retinitis pigmentosa; detachment of the 
retina; intraocular neoplasm; glaucoma; vitreous 
hemorrhages, opacities, and degeneration; defective 
zonule or suspension ligament of the lens in cases 
of intraocular parasites. 

Some eye diseases may not cause cataracts, but 
they may be present in eyes with lens opacities. 
They are optic nerve atrophy, optic tract lesions, 
retinal hemorrhages or exudates, macular degener- 
ations, closure of the retinal artery or vein, inflam- 
matory and degenerative diseases of the posterior 
eye. 

It is important that various tests of retinal and 
optic nerve function (light projection, recognition 
of pin-point red and green light, etc.) be done 
preliminary to cataract surgery, as the removal of a 
cataract from an eye without adequate retinal and 
nerve function will not restore the patient’s vision. 

Cataract Associated with General Disease. General 
diseases that are known to be associated with cata- 
ract include senile deterioration and degeneration, 
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diabetes mellitus, hypoparathyroidism, myotonic 
dystrophy, epilepsy, eclampsia, arteriosclerosis, re- 
nal deficiency, and dermatitis. 

Exogenous Toxins. Poisons that cause cataracts 
include napthalene, dinitrophenol, ergot, and in- 
sect stings. 


Nonsurgical Treatment 


Various nonsurgical forms of treatment have been 
tried. Unfortunately there is no specific cure for 
cataract. Instillation of various irritating and con- 
gesting medications ; lens protein therapy—and this 
includes fish lens protein; massage; subconjunc- 
tival and retrobulbar injection of mercury and 
other irritating substances; nonspecific foreign pro- 
tein therapy including foreign tissue, placental ex- 
tract, glutathione, and certain amino acids; vitamin 
therapy including vitamins A,B, and C—all have 
been tried. Under the light of proper scientific in- 
vestigation they have been found wanting in proof 
of specific value. 

The process of the clouding of the lens is irre- 
versible. Opacities once established cannot be clear- 
ed. The injection of lens protein may actually be 
harmful, because if the patient’s ocular tissues be- 
come sensitized and later his cataract is removed 
by the extracapsular method, he may develop 
serious uveitis. 

The only rational nonsurgical program for treat- 
ment of cataract is based on the very careful medical 
survey. This can best be done by the general phys- 
ician. He should try to find the cause and then use 
measures directed at any positive pathologic find- 
ings. When none are discoverable, then a general 
program of building up the patient’s physical con- 
dition should help to retard and even to prevent 
the progress of the cataract. The general practi- 
tioner will look ahead for all of his patients who 
consult him, and even before any cataract or other 
degenerative condition develops, he will advise them 
individually how best to conserve the separate 
tissues and the body as a whole. 

The ophthalmologist may temporarily improve 
the patient’s vision and give aid by instilling drops 
that dilate the pupil. This should be done only 
while keeping close check on the intraocular pres- 
sure, as the cataract may swell after imbibition of 
fluid and cause glaucoma. Certain large bulky nuclear 
cataracts also may push the iris forward and block 
the area of the eye through which drainage of the 
aqueous humor normally takes place. The chang- 
ing errors of refraction which accompany the prog- 
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Figure E. Ophthalmoscopic appearance of siderosis cata- 
ract causing a wreath of rust spots. This type of cataract 
develops following an intraocular foreign body contain- 
ing tron. 


ress of the cataract may be alleviated, by modifying 
the patient’s glasses. 

The Prognosis of Cataract Without Surgery. The 
course of senile cataract formation varies consider- 
ably, not only in different individuals but even in 
the two eyes of the same individual. The change is 
often not a steady one. There are periods of quies- 
cence broken up by periods of activity. The over-all 
progress in the younger age group (40 to 60 years) 
is apt to be faster than in the older age group. Ina 
young patient, the period of time from the stage of 
incipiency to that of loss of useful vision may be 
only the matter of a few weeks to months, while in 
the older people, useful vision may be maintained 
for years. 

Some patients in this older group are able to see 
well and to read fifteen to twenty years after the 
incipient stage has been noted. 

It can be seen from the unpredictable rate of 
formation and progress how difficult it is to eval- 
uate properly any form of nonsurgical treatment. 
A controlled series of treated and untreated cases 
would have to be followed for a period of fifteen or 
more years unless actual clearing of the lens opac- 
ities and vision could be demonstrated. There are 
many pitfalls for a wishful patient and a zealous 
practitioner who hope to find a panacea for cataract. 


Figure F. Glassblower’s cataract, or heat cataract, as ob- 
served through ophthalmoscope; appears as disc shape and 
flaky in posterior cortex of lens. These occur in workers 
exposed to glowing heat, such as iron smelterers, chain 
makers, gold smelterers. Prevention of this type of cata- 
ract consists in the wearing of proper protective goggles. 


In general, the start of a cataract in a patient in 
the senile group (that is, over the age of 60 years) 
is no cause for alarm. A rational approach to a 
long-range conservation plan of general therapy is 
the best. This will give the best prognosis for re- 


tention of useful vision for the years to come. 


Surgical Treatment 


Generally speaking, providing there are no com- 
plicating factors, the operation for the removal of 
cataract may be performed when the patient’s vision 
becomes impaired enough to interfere with his way 
of life and his livelihood. 

There are many influences that may determine 
the final decision. As in any branch of medical 
practice, various opinions have been expressed on 
this matter. It would be best that the general prac- 
titioner, in talking with his patient, be a little 
guarded in his predictions as to what the ophthal- 
mic surgeon will do. There may be an ocular com- 
plication ‘such as glaucoma or detachment of the 
retina, which may need preliminary surgery before 
the extraction of the cataract. There may be a com- 
plicating low grade uveitis that needs treatment 
and observation for some time before it will be safe 
to remove the cataract. 


GP « Volume X, Number 4 


— 
ar. 
62 


Figure G. Copper cataract (chalcosis) as it appears through 


the ophthalmoscope. These “sunflower” cataracts were first 
recognized as a clinical entity following World War I 
(because of the many intraocular foreign bodies of brass). 
They are slow in developing—often taking several years 
following the injury. 


The Principal Indications for Cataract Extraction. 

1. The need for improvement or restoration of 
vision. 

2. The relief of increased intraocular pressure or 
inflammation in the cases in which the cataract is 
responsible in whole or in part for the complication. 

3. The need for prevention of complications, such 
as glaucoma and uveitis, which may be produced by 
the toxic bodies coming from an overripe cataract. 
Great difficulties may be averted by removal of a 
hypermature or subluxated cataract before further 
loosening of the zonule permits complete disloca- 
tion. 

4. The need for improving the view of the interior 
of the eye so that surgery for reattachment of the 
retina may better be carried out. 

5. The need for relief from the cosmetic blemish 
of an easily noticeable cataract. Occasionally this is 
done for a young person in whom there is a dis- 
figuring cataract even though there is no thought 
of improving the patient’s vision. 

6. Advanced age and even apparent extreme de- 
bility are not contraindications to operation on one 
eye since this can be done without pain or shock. 
Good absorbable sutures which need not be re- 
moved are used to close incision. Only one eye 


need be bandaged. The patient can be gotten out 
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Figure H. Senile cortical cataract as observed through oph- 
thalmoscope. This cataract is still incipient, and causes 
little interference with vision when the patient has good 
illumination. It is not until the opacities reach the pupil- 


lary area that serious visual loss occurs. 


of bed at any time in the immediate postoperative 
period. The trials and tribulations of the elderly are 
certainly less with vision than without it. Psychoses 
and other mental disorders arising from arterio- 
sclerosis will not be cured by restoration of vision, 
but there are certain anxiety states and disorders of 
orientation that will be alleviated and even cured 
by relief of associated blindness. 

The Principal Contraindications to Cataract Ex- 
traction. 

1. Very poor general condition of the patient. 

2. Active uveitis. 

3. Increased intraocular pressure. In cases of 
uncompensated glaucoma, the extraction of the 
cataract must be delayed until control of the pres- 
sure is established. 

4. Retinal or nerve function so poor that there 
would be no improvement in vision. 

5. Central corneal opacities. Corneal transplant 
should be done first. 

6. Useful vision in the fellow eye (except under 
special conditions of damage to the eye by toxic 
products of the cataract and by dislocation). 

Techniques of Extraction of Cataract. A cataract 
may be removed by the extracapsular method, i.e., 
opening the capsule and removing the opaque con- 
tents. This method is applied to mature cataracts 
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and to the cataracts of very young individuals, in 
general, to those less than 30 years old. 

The intracapsular extraction, or removal of the 
whole capsule and its contents, now gives wonderful 
results in the restoration of vision. The technique 
has been improved until it has nearly reached per- 
fection. It may well be applied to cases of immature 
cataract. There need be no waiting for ripening and 
no period of complete blindness. A careful study of 
both the eyes and the patient must be made pre- 
operatively, and a short period for building the 
patient up is usually worth while. 

Acryllic Lens Implantation. In cases in which the 
lens has been removed from only one eye, the two 
eyes will no longer function together, as the image 
of the aphakic eye is different in size from that of 
the unoperated eye. However, there need be no 
confusion if only one eye is corrected and used at a 
time. Recently an attempt has been made to insert 
in the eye itself, a plastic lens to replace the re- 
moved lens. This would have the effect of retaining 
the optical system of the eye, except that there 
would be no function of changeable focus or accom- 
modation. 

This method would seem to be ideal especially 
for monocular cases which might retain fusion, but 
the procedure is still in the experimental stages 
and has proved harmful in a high percentage of 
cases. It depends on the extracapsular technique. 
The introduction of a foreign body into an eye adds 
greatly to the possibility of serious complications. 

We would advise the general practitioner not to 
seek this supposed convenience for his patients at 
this time, or possibly at any time in the future. The 
end results of implantation of acryllic or other plas- 
tics in the eye is not promising. The hazards are too 
great. The well-performed conservative operation 
and the use of light-weight glasses is still by far the 
best program for restoration. 


Prevention and Treatment of Complications 


Some difficulties can be prevented if the general 
practitioner has a better understanding of what his 
patient has to go through. The purpose of including 
this section is to try to prevent the patient from 
having postoperative complications. 

It may or may not be wise to give the patient a 
course of penicillin during the first five days after 
the operation so he may surely have no infection to 
spoil the result. If it is known that the patient is 
sensitive to penicillin, one of the other antibiotics 


should be substituted. 


If the operation is performed under local anes- 
thesia, adequate doses of a barbiturate usually used 
with chloral hydrate are helpful. Meperidine or 
codeine is used for analgesia. If the patient has an 
intolerance for any one of these drugs, they should 
not be used. 

Some surgeons prefer to operate with the aid of 
general anesthesia, using Avertin or Sodium Pento- 
thal. Personally, we prefer to use sedation, anal- 
gesia, akinesia, and local anesthesia. This gives 
greater freedom from postoperative disorders. 

After the operation, the patient may have bed 
rest for a day or two, but he may be turned on to 
his unoperated side. The head of the bed may well 
be elevated, and pillows are allowed as desired—no 
sandbags are used. For elderly people with poor 
circulation, the period of inactivity is reduced, as 
indicated. Occasionally some patients become dis- 
oriented as a result of cerebral arteriosclerosis or 
poor circulation because of certain drugs. They 
worry if they are told they must be absolutely quiet. 
They become quite disturbed when they realize 
they are unable to co-operate well. They should be 
reassured that they may move and be moved. 
Occasionally nausea and vomiting result from 
codeine or Meperidine. Intravenous saline and 
glucose plus Dramamine help greatly to prevent 
and relieve this reaction. 

The patient may now be gotten up at any time 
in the early postoperative period to void. He may 
use the bed pan if he wishes, but he will usually do 
better with a commode or the toilet for any move- 
ment of the bowels. An enema or a laxative may be 
given at any convenient postoperative time. 

The diet can be made such as to satisfy the appe- 
tite and nutritional needs of the patient. 

The whole postoperative program of early 
mobilization and increased freedom, relaxation, and 
comfort of the patient is a great improvement over 
that of the previous generation of surgeons and 
patients. This has come about chiefly through the 
use of adequate radial appositional cornea-scleral 
limbus suturing, which has minimized and prac- 
tically eliminated postoperative bleeding and pro- 
lapse of the iris. The postoperative period need not 
be looked upon with any sense of dread. There 
need be no shock or debility arising from the op- 
eration or its sequelae. 


Rehabilitation 


The Restoration of Vision. After an uncomplicated 
recovery period of seven to twelve days, the patient 
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may be moved from the hospital. The eye is usually 
treated with some form of medication for another 
like period at home. The incision has become firmly 
sealed after four weeks so any restrictions imposed 
to prevent muscular straining can be removed. 

A test of vision with correcting glasses can be 
made between four and six weeks after operation. 
In one-eyed patients, a temporary glass may be 
prescribed at an earlier time. Usually it is best to 
allow the eye sufficient time to heal completely 
before ordering permanent glasses. This may take 
three or more months. However whenever there is 
need for the use of the vision of the operated eye, 
the glasses can be ordered. 

The lenses for the correction of aphakia in pa- 
tients who had normal sight prior to the develop- 
ment of cataract are usually fairly thick. Ifa patient 
had real, not lenticular, myopia beforehand, the 
strength of the glass is correspondingly less. Some 
myopic patients are most pleased to go without 
glasses after removal of their cataracts. 

Lightweight lenticular and plastic lenses are 
quite popular. Contact glasses may be used when 
indicated and when the patient is capable of using 
them without trauma to the eye. 

Readjustment to the New Vision. Because of the 
size difference and other factors in the image and 
focus of the aphakic eye, there must be a period of 
re-education and adjustment to the altered condi- 
tion of the new vision. Reorientation of the indivi- 
dual in relation to his surroundings is necessary. 
Patience and caution will aid greatly during this 
period. The new glasses should be worn at first only 
when seated. Later the patient may walk on known 
flat surfaces. Then he will learn by parallax to ad- 
just with one eye only to inequalities in the ground, 
to curbs, and to steps. 

Accidents will be prevented if care is used in the 
early period. Complete restoration of the faculty 
of depth perception, with judgment of speed, direc- 
tion, and distance, is possible when both eyes have 
been operated upon. The visual acuity of 20/20 
with about a 50-degree field is not too much to 
expect in 80 to 85 per cent of the patients. 

The Return to Acts of Skill. This is possible for 
the general practitioner, the surgeon. the ophthal- 
mologist, the dentist, the various artisans, me- 
chanics, operators of motor vehicles, sportsmen 
and others after removal of their cataracts. 

The Future. With the increased span of life of 
our people, we may expect more cataracts in the 
future. The cause and the control, the prevention 
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Figure |. Ophthal moscopic appearance of traumatic rosette 
cataract following ocular contusion, which occurs under 
the anterior, or posterior, lens capsule. This type of cata- 
ract may form within a few hours or days, or not until 
several weeks following injury, and then may remain sta- 
tionary for months or years, and then develop into total 
cataract. 


and arrest of cataract are not foreseeable even in the 
distant future. Important research now in progress 
may throw light on the subject. 

The relief of partial and complete blindness 
caused by cataract is feasible by modern surgery. 
The complications of such surgery are relatively 
few—the results are brilliant. In uncomplicated 
cases there are not more than 2 to 5 per cent of 
failures. Local and general disease may bring 3 or 
more per cent additional failures in complicated 
cases. 

Uveitis, glaucoma, corneal edema and opacity, 
vitreous opacity, detachment of the retina, epitheli- 
al ingrowth, and other conditions may be ascribed 
to technical failure in some instances, and to lack 
of healing power of the patient’s eye and general 
disease in others. Some of the organic faults of the 
patient may not be evident or discoverable before 
operation. 


Dr. Daniel B. Kirby, co-author with Dr. Edward P. Dan- 
forth of the foregoing article, died in December of 1953, just a 
short time after their manuscript was completed. 
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Jatrogenic Disease 


BY MARK H. LEPPER, M.D. 


Department of Preventive Medicine, University of Illinois, 
College of Medicine, Chicago 


A person’s health depends upon a balance of an enormous number of environmental factors. 


The physician is one such factor. There are many ways in which he can tip the scale advantageously 

for the patient, but there are also many ways in which the opposite may happen. Doctors work with patients 
at five treatment levels: (1) health promotion, (2) specific protection, (3) early recognition 

and prompt treatment, (4) disability limitation, and (5) rehabilitation. At each level, the physician 


has potentialities for doing good and for doing harm. 


Mucu oF the daily life of a physician is spent in 
making carefully considered judgments which 
have profound influence on the future health of his 
patient. Small wonder, then, that at times the course 
of action selected is indeed unwise and leads to 
more harm than good. Since disease states which 
result from errors of judgment on the part of the 
practitioner are truly physician induced, they are 
called “iatrogenic” from the Greek words meaning 
“physician” and “to produce.” 

Before considering the role of the doctor in the 
production of disease, it is necessary to establish a 
perspective of the relationship of the physician to 
the health status of his patient. 

As diagrammed in Figure 1, the state of health of 
an individual depends on a balance of almost an in- 
finite number of environmental factors conditioned 


by the state of the host’s defenses and his ability 
to meet imbalances in the environment. 


The Physician’s Part 


The physician’s activity may be illustrated by 
considering two phases of endeavor—diagnosis and 
treatment. In diagnosis, the physician must first 
read the scale accurately. In this area, failure to de- 
termine early deviations from the optimum, that is, 
incipient disease, is one of the most common of all 
errors that contribute to an unfortunate course of 
events in the future. Having read the scale as show- 
ing an imbalance, the next problem is to determine 
whether it is a defect in the fulcrum, or an imbal- 
ance on the pans, or both. If there is an imbalance 
on the pans, what is the nature of the imbalance? 
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Having diagnosed that a state of imbalance exists, 
and something about the factors producing it, the 
physician sets about to re-establish the equilibrium 
so that optimal health is maintained. In order that 
he may accomplish this, modern medical science 
has developed a wealth of information and tools. 

In one respect, the doctor can be considered as a 
significant environmental factor. By placing his 
weight (making appropriate changes) on the proper 
pan, he can restore balance. Thus, a scientific 
method for decreasing food intake, increasing en- 
ergy requirements, destroying living agents, sup- 
plying adequate nutrients, and many other changes, 
are all within the power of the practitioner. In addi- 
tion, by prevention and rehabilitation of chronic 
disease, correcting deformities from congenital or 
acquired defects, and similar procedures, he may 
add stability to the system by making the host less 
sensitive to environmental imbalances. 


Figure 1. The Health Balance 


Little wonder that the members of a profession 
that undertakes such a formidable task are at times 
likely to swing the balance too far, or not push it 
far enough. Obviously, the magnitude and impor- 
tance of the errors made varies considerably, with 
minor errors being most frequent. In addition, the 
relationship, as diagrammed, is really an oversim- 
plification, there being a third dimension present; 
and thus while attempting to balance factors in any 
one plane, the physician may totally upset them in 
an entirely different direction. For example, the use 
of penicillin may completely restore the balance 
between environmental microbes and restore an in- 
dividual to optimal health, only to have a serious 
drug reaction develop that is more incapacitating 
than the original disease. 

In considering the multiphasic aspects of the 
problem, the two problems, diagnosis and treat- 
ment, are met again. The diagnosis of optimal 
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health is difficult. Not only is the determination of 
incipient disease quite difficult, but some indivi- 
duals, in spite of a prior chronic disease, are in an 
optimal equilibrium as far as their potential health 
is concerned. In such patients an otherwise highly 
significant abnormality may be important to the 
balance; any attempt to correct is unfortunate. 

For example, splenomegaly, in certain hypoplas- 
tic anemias, may indicate that active hematopoiesis 
is going on in the spleen. Obviously, in such a situa- 
tion, the abnormality of splenomegaly becomes an 
important factor in optimal health of this particular 
patient. Similarly, the removal of a well used 
psychologic adjustment, which is serving as a 
crutch, may do more harm than good in a given 
patient, even though the usual interpretation would 
be that the use of the mechanism involved consti- 
tutes less than optimal health. 

In deciding whether optimal health exists, there- 
fore, the physician must consider the condition of 
the host in his present environmental situation, how 
he arrived at his present state of health, and wheth- 
er this is indeed optimal. 

Among the problems in diagnosis, the physician’s 
ability to make a satisfactory appraisal without por- 
traying inaccurate impressions to the patient is an 
important one. A facial expression or an occasional 
statement misconstrued during the diagnostic sur- 
vey may have adverse effects such as the fixation of 
a neurosis on a given organ or symptom because the 
patient felt that something was implied. Similarly, 
even if disease exists, the disability and discomfort 
may be increased by such misinterpretation. 

In spite of the considerable opportunity for the 
physician to contribute to or create states of health 
other than optimal by errors of diagnosis, there is 
even more danger in the realm of treatment. As has 
been emphasized by Leavall and Clark, the doctors, 
as well as all health professions, have five levels of 
activity. These are: health promotion, specific pro- 
tection, early recognition and prompt treatment, 
disability limitation, and rehabilitation. 

Errors of importance in the production of disease 
are made at each of these levels. 

The physician’s role in the production of or 
worsening of disease can be considered under four 
categories: 

1. Disease allowed to occur or to become worse 
because of omissions by physicians. 

2. Diseases made worse or new diseases or symp- 
toms caused by errors of commission. 

3. Use of procedures in which a calculated risk of 
disease is run but which are generally harmless. 


4, Situations in which an abnormal state is de- 
liberately induced in hopes of accomplishing a 
greater good. 


Sins of Omission 


Of all the ways in which a practitioner may con- 
tribute to or cause disease, the ones that are least 
excusable and cause the individual and the pro- 
fession most concern are those which may be clas- 
sified as sins of omission. Many of the sins of omis- 
sions are listed in Table I. As can be seen, the 
major omissions concern procedures that are time 
consuming and involve a close physician-patient 
relationship. The overabundance of pharmaceuti- 
cals, therapeutic machines, and advertising pro- 
grams have made undertreatment with drugs and 
gadgets infrequent, but at the same time, there 
have evolved many new problems that are not 
answerable by these methods. 

The problems of the chronic diseases and aging 
population have shown an increasing need for 
health education, early diagnosis, and counseling. 
For example, as has been repeatedly emphasized, 
the most favorable results in the care of malignant 
neoplasms are obtained by shortening the time be- 
tween the occurrence of symptoms and the patient’s 
reporting to the doctor, coupled with the doctor 
taking immediate steps to establish the diagnosis 
and start treatment. As indicated in the table, the 
answer to this and similar problems may be found 
in education of the patient as to early symptoma- 
tology, the encouragement of periodic health ex- 
aminations as well as their standardization, and a 
continuation of the increasing suspicion of doctors 
in the diagnosis. 

Another most frequent omission in the diagnostic 
sphere is the frequent failure to recognize psycho- 
somatic and psychologic illnesses. The frequent 
production of cardiac cripples by misinterpretation 
of chest pains of functional origin has been well 
documented. 

One of the saddest commentaries on modern 
medical practice is the use of potent therapeutic 
agents without first establishing a reasonable diag- 
nosis. As Nungester has said concerning the anti- 
biotics, “The consequences of the introduction of 
chemotherapeutic agents for infectious diseases 
have been both fortunate and unfortunate. The 
practice of medicine has changed and not all for the 
good. The care which used to be exercised in mak- 
ing a diagnosis has largely given way to hit and 
miss trial of antibiotics.” 
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Sins of omission in treatment are most frequently 
found in failure to approach the problems of health 
promotion. Health education is undoubtedly best 
done by the individual physician in his consultation 
room. The alarming occurrences of phobias, such 
as cancer phobia, resulting from indiscriminate 
education, indicates that the dissemination of in- 
formation should be done by an individual who 
knows the patient’s capabilities to handle the in- 
formation. This is most successful at the doctor- 
patient level. 

Another common sin of omission is the failure 
of the practitioner to know the health resources at 
his disposal in the community. As indicated in 
Figure I, the environmental conditions under which 
the patient is living have a profound influence on 
the state of health. In the correction of environ- 
mental factors, however, many nonmedical and 
highly technical medical services may be required. 
On the other hand, in dealing with individuals, a 
leader of the team is needed, and the practitioner 
is the logical one to serve as the captain, and know 
where to seek the help he needs. Among the re- 
sources that should be mobilized are those of the 
family situation, provided the physician has de- 
veloped enough insight into the structure to utilize 
it. 

Unfortunately, there are relatively few specific 
preventive measures currently available, but even 
less fortunate is the fact that even these few proce- 
dures are not utilized to their full potential. This is 
particularly true concerning the care of adults. As 
has been pointed out, there has been a marked in- 
crease in the relative percentage of patients with 
diphtheria who are in the adult age group, a fact 
that may be attributable to current immunization 
procedures which fail to consider the adult. In gen- 
eral, immunization practices involving children 
have been more satisfactorily performed although 
the study of DeTar, who was able to increase the 
percentage of immunized children in his practice 
from 47 per cent to 78 per cent, indicates that a 
careful look by the practitioner at his immunization 
record may be in order. 

Another area of specific disease prevention that is 
handled much more adequately than previously, 
particularly in infancy and childhood, is prevention 
of specific nutritional deficiencies. Rickets and 
scurvy have become practically extinct in most 
American communities. At the other extreme, how- 
ever, are the deficiencies seen in geriatric practice. 
Failure of adequate dietary management in this old- 
er age group is frequent. One of the most important 
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Omissions by Physicians 
Which Contribute to Disease 


I, Diacnosis 


A, Failure to educate patient to seek early diagnosts 

B. Failure to encourage periodic health examina- 
tions. 

C. Failure to diagnose at earliest opportunity 

D. Failure to recognize psychosomatic conditions 

E. Failure to diagnose before treatment 


If. TREATMENT 


A, promotion 

. Education concerning nutrition, rest, relaxa- 
tion, hygiene, accidents, work, sex, inter- 
personal relations, particularly child train- 

ing 
2. Survey living conditions of families under 
care and utilize proper community re- 
. sources when needed to improve unhealthy 


situations 

3. Recognize importance of family in care of 
patient 

Specific prevention 

1. Failure to immunize adequately, particularly 
in adults 

2. Failure to prescribe adequate diet, particu- 
larly in older age groups 


C. Early treatment 
1. Inadequate treatment in incipient disease be- 
cause of failure to understand true signifi- 
cance 
D. Disability limitation 
1. Improper or insufficient treatment of existing 
disease (most frequently because 7 wrong 
diagnosis) 
E. Rehabilitation 
1. Failure to rehabilitate to maximal function 
after acute disease 
2. Failure to use concurrent rehabilitation in 
chronic disease 


items to check in the periodic health examination is 
the diet habit, along with proper counseling con- 
cerning correction of deficiencies. 

As previously stated, the marked emphasis on 
therapies in recent years has made inadequate treat- 
ment less common than formerly, but even now 
there is a marked delay in proper treatment of many 
malignant neoplasms while insufficient measures 
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Errors of Commission 
by Physicians Which May Cause 
or Worsen Disease State 


I. Diacnosis 


A, Excessive reliance on the laboratory, contributing 
to patient's insecurity and economic discomfort 
B. Errors in diagnostic technique leading to anxiety 
and fixation of symptoms 
Il. TREATMENT 


A. Health promotion and specific prevention 
1. Overemphasis of certain problems in health 
education, creating anxiety 
2. Overnutrition 
3. Excessive use of vitamins and similar prod- 
ucts 
B. Early treatment and disability limitation 
1. Treatment without sufficient study 
a. Masked diagnosis 
b. Superinfections 
c. Unnecessary surgery 
2. Overtreatment 
a. Unnecessary therapy 
b. Use of multiple agents when one would 
do 
t. Incompatibilities and multiple toxici- 
hes 
u. Confusion of evaluation of the status 
of the patient 
3. Fixation of neurosis by excessive attention to 
minor abnormalities, and overtreatment of 


them 


are being used. Similarly, at the curative level, im- 
proper and too little treatment is still used all too 
often, particularly because no real diagnostic study 
was done before starting treatment, and the picture 


is subsequently clouded. 


Another of the justifiably emphasized omissions 
is failure to carry out rehabilitation to maximal 
functional capacity following an acute illness. For 
example, it is now generally recognized that many 
patients who have had myocardial infarcts and 
cerebral vascular accidents can be completely re- 
habilitated, and that in many patients an unneces- 
sary state of chronic invalidism is allowed to occur 
following these diseases because of failure to carry 


out optimal rehabilitation. 


Sins of Commission 


As an antithesis to the sins of omission are those 
of commission, as outlined in Table 2. It is interest- 
ing to note, that the preponderance of errors in this 
category are in the realm of therapeutics. Some of 
this, undoubtedly, stems from the emotional appeal 
of “doing something” for the suffering or the dy- 
ing. In other words, there is little emotional appeal 
to immunize a perfectly healthy 25-year-old farmer 
for tetanus, but there is marked appeal to “throw 
the book at him” if he should develop this dread 
disease following a minor injury while working in 
the barnyard. 

The feeling of urgency as the imminence of the 
danger becomes apparent is a common human 
emotion which physicians experience, probably 
even more strongly than most other men. 

It would be nice if most of the errors of commis- 
sion occurred because of emotional overenthusiasm. 
However, the preponderance of evidence is that 
such is not the case. For example, in the treatment 
of anemia, there are well defined principles arrived 
at scientifically, agreed upon by all students of the 
subject, and easily stated, as demonstrated by Win- 
trobe in a recent editorial. In fact, every medical 
student for the last ten or more years has exchanged 
knowing glances with his classmates whenever a pa- 
tient who has been receiving liver, iron, and folic 
acid, plus assorted vitamins, has been presented. 
It is hardly conceivable that any large percentage 
of the profession is ignorant of the “rules” as stated 
by Wintrobe, and yet one needs merely to glance 
at the advertisements from the pharmaceutical 
houses before filing them in the proper receptacle 
to realize that the preparations containing assorted 
mixtures of antianemic principals are among the 
best sellers. Indeed, one might say that the watch- 
word of modern medicine has become, “when in 
doubt, prescribe.” This trend was reflected by the 
study of medical costs in the Baltimore city medi- 
cal care program, which indicated that the percent- 
age of total expenditure for drugs increased from 
about 14 per cent to 25 per cent of the total medical 
expenditure. 

Errors of commission in the field of diagnosis are 
relatively few, but the two listed in Table 2 are the 
most important. In spite of the remarkable develop- 
ment of clinical chemistry, physiology, and path- 
ology, it is still true that the laboratory is of more 
use in confirming a diagnosis or discriminating be- 
tween two or three closely related syndromes than 
it is as a screening or primary diagnostic facility. All 
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too often one sees a patient with obvious physical 
findings who enters the office carrying a long list of 
negative laboratory tests. Almost as bad, however, 
is the overemphasis of minor findings such as an 
insignificant cardiac murmur in a patient with an 
anxiety state. Even more devastating is the treat- 
ment of such a patient for heart disease. 

Of interest is the paper of Lawson and Reinhart 
emphasizing some of the common sins of commis- 
sion in pediatrics. It would seem that in recognizing 
this problem, as in immunization, the pediatricians 
are in the vanguard of the profession. 


Procedures that Entail Risk 


Part of every physican’s life are the daily risks he 
is forced to take in deciding which road to follow. 
There is no truer statement than the one which em- 
phasizes that everything which a doctor does with a 
patient has some potential for good, and some for 
harm. Indeed, the entire practice of medicine re- 
volves around a balance between the dangers of 
doing harm with those of doing good. 

In Table 3 are listed diagnostic and therapeutic 
procedures in which the risk of harm, and the 
chances of accomplishing worth-while results are 
known, and when properly employed, the potential 
good far outweighs the risk. One would emphasize, 
however, the “‘properly employed” part of the state- 
ment. All of the diagnostic tests listed, for example, 
entail a certain risk which is frequently worth tak- 
ing in order to establish the proper facts on which 
to base crucial therapeutic decision in the future. 
Similarly, at all levels of therapy, adverse effects can 
and do occur. These hazards should not be a de- 
terrent to proper use of treatment techniques when 
indicated, but they should be strong deterrents to 
the unnecessary use of any agents, and they should 
always be sitting on the doctor’s right shoulder with 
his conscience as he picks up his pen to write a 
prescription. A recent review of deaths caused by 
drug administration highlights this problem. 

One point needs further emphasis and that is the 
““X” factor in toxicity of drugs. All drugs have po- 
tential hidden dangers. This is true since toxicity 
tests in animals can never reflect exactly the possi- 
bility of reaction for each individual among a tre- 
mendous sample of the human population with all 
its variations. Consequently, it may be years before 
a toxicity is discovered, as has frequently been 
demonstrated. 

Perhaps the best recent demonstration of such 
latent unrecognized toxicity was the length of time 
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Calculated Risks Which May Produce 
or Worsen Disease by Procedures 
Frequently Used and Justified 


I. DIAGNOSTIC PROCEDURES IN WHICH THERE IS A 
CALCULATED RISK 


A. Cardiovascular stress tests 
1. Exercise tolerance test 
2. Anoxia tests 
. Cardiac catheterization 
. Biopsies: liver, kidney, nodes, bone marrow 
. Skin tests 
. Intravenous tests 
. Procedures using Diodrast 
. Insulin tolerance 
. Epinephrine 
. ACTH 
. Sympathetic-blocking agents 
. Barbiturate narcosis 
. Pancreatic function tests 


II. TREATMENT 


A. Health promotion procedures 
1. Adverse effects of some prescribed exercise 
regimens and diet prescriptions 
2. Adverse effects of some mental health coun- 
seling . 
3. Adverse effects of some attempts at health 
education 
. Specific disease prevention procedures 
1. Immunization accidents 
2. Reaction to specific medication used in pre- 
ventvon 
C. Early treatment and disability limitation 
1. Side reactions to drugs 
a. Physiologic and chemical 
b. Superinfections 
c. Addiction 
. Idiosyncrasies and allergies 
a. Unusual physiologic and chemical sen- 
sitivity 
b. Drug allergy 
. “X” factor—Potential dangers as yet un- 
described 
. Transfusion reactions 
. Adverse effects of psychologic management 
a. Reopening of old problems may worsen 
symptoms 
b. Adverse effect of telling the truth to the 
patient 
D. Rehabilitation 
1. Overexertion 


a 
> 
ay 


rane 4 


Diseases Which Are Induced Deliberately 
in Hopes of Accomplishing a Greater Good 


I. DIAGNOSTIC PROCEDURES 


A. Induction of allergic diathesis 

B. Induction of myasthenic crisis 

C. Salt and water restriction 

D. Exercise of angina patients to point of intolerance 
E. Encephalograms 

F. Exploratory surgery 


If. THERAPEUTIC TECHNIQUES 


A. Most surgery 

B. Anesthesia 
Fever therapy 
Radiation therapy 

E. Convulsion therapy 

F. Pneumothorax, pneumoperitoneum 

G. To a certain degree, all drug treatment which 
involves alteration of function as a mode of 
action 


and number of reactions that occurred before the 
hematologic toxicity of chloramphenicol was recog- 
nized. A second example is the number of years 
that transfusions were given without any thought to 
serum hepatitis. 


Greater Risks 


In Table 4, are outlined diagnostic and thera- 
peutic techniques in which the calculated risk of 
the procedure to be undertaken is so great that if it 
were occurring spontaneously, it would always be 
considered a disease in and of itself. Again these 
procedures are not to be condemned when used in 
their proper place, and indeed, as previously stated, 
not to use them at the proper time may constitute a 
serious error. On the other hand, when one be- 
comes aware of the enormous overuse of some of 
the procedures, such as the amount of unnecessary 
surgery performed, it is obvious that many physi- 
cians have forgotten how to weigh the chance of 
doing good against that of doing harm. 


Discussion and Conclusions 


It seems clear from the literature, as well as from 
personal observation, that not enough is being done 
to minimize the role of the physician in the causa- 


tion of disease. The simple cataloguing of all the op- 
portunities the physician has to create and accen- 
tuate disease, which unfortunately many utilize, 
would be of little benefit if there were no satisfac- 
tory answer. However, there seems to be a few sim- 
ple rules that, if followed, would greatly improve the 
situation. 

1. Since it has been established that physicians 
take notoriously poor care of themselves, the golden 
rule would not strictly apply here, unless it is re- 
phrased to read: “Always weigh carefully the 
chances of doing harm with those of doing good. 
and then do unto others as you would have them 
do unto you.” 

2. Study carefully all the evidence available con- 
cerning a given procedure, and the need for it in 
terms of the natural history of the disease involved, 
before making a decision. 

a. Base the course of action on these data 
rather than the urgency, or the emotional appeal, 
of the situation. 

b. Remember that prevention never seems ur- 
gent until it is too late to achieve it. This princi- 
ple is applicable to all diagnostic procedures that 
have to do with finding symptomatic disease as 
well as therapies at the levels of health promotion 
and specific disease prevention. 

c. A physician should have other outlets for 
his emotions than compounding the patient’s dif- 
ficulties with overtreatment. Medicine deals with 
biologic processes which generally have an op- 
timal range. Our therapy should be kept around 
the mean. 

3. Physicians are not revered in the community 
simply because they have chosen a career that 
places them in a position of grave responsibility 
with great potential for doing either harm or good. 
They are revered for their ability and training to 
adequately study and understand new material 
throughout their entire professional life, so that the 
proper choice of action can generally be made. 
Moreover, they are revered for their intellectual 
honesty, since there is no doubt that the patient is 
at the mercy of the physician. 

For these reasons, the physician must continue 
to train his faculties for scientific study and evalua- 
tion of evidence, and maintain scientific honesty in 
his decision lest he fall from his pinnacle, and at 
the same time cause more disease than he is pre- 
venting or curing. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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“Histoplasmoma” 


BY SOL KATZ, M.D. 


THERE are many causes of solitary pulmonary 
nodules, and it is now fully appreciated that there 
are no diagnostic techniques which will ascertain 
their nature accurately. Early use of exploratory 
thoracotomy is recommended as the best method to 
identify these solitary circumscribed densities. 

The most common cause of the benign solitary 
nodule is a granuloma. In the past, it was assumed 
that this encapsulated solitary pulmonary granulo- 
ma was always tuberculous, and the term “tubercu- 
loma”’ was used to describe it. However, it would be 
more accurate to designate as “tuberculoma” only 
those granulomas in which ‘there is bacteriologic 
confirmation of tuberculosis. This is to imply that 
there are other causes of solitary granulomas such 
as histoplasmosis, coccidioidomycosis, other fun- 
gous infections, brucellosis, and lipoid pneumonia. 

It has recently been demonstrated that if proper 
staining techniques are utilized Histoplasma capsu- 
latum may be found in many and perhaps the ma- 
jority of these solitary granulomas. “Histoplasmo- 
ma” has been suggested as the term to describe 
these lesions. It is recognized that there are benign 
forms of histoplasmosis that may be entirely asymp- 
tomatic or only mildly symptomatic which are first 
suspected only after roentgenographic study. 

The “histoplasmoma” appears roentgenographi- 
cally as a solitary sharply circumscribed density 
which is usually round or oval. It has no distin- 
guishing features from other solitary nodules. Cal- 
cification is commonly present. The entire lesion 
may be solidly calcified or there may be central cal- 
cification, discrete stippled calcification, multiple 
concentric rings, or laminated calcification. The 
areas of diminished density in the calcified lesions 
represent caseation and fibrosis. At times the patient 
may expectorate some of the calcium—a phenome- 
non that is frequently associated with hemoptysis— 
and there will then be a change in the distribution 
of the calcium in the lesion. Calcification of the re- 
gional hilar lymph nodes may or may not be pres- 
ent. Not infrequently when the mediastinal nodes 
are calcified, they assume a nodular stippled ap- 
pearance. Tomograms or body-section roentgeno- 
grams may disclose the presence of calcium when 
none is seen on the usual roentgen rays. 
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Solitary nodule with stippled calcification in 
right lung (“histoplasmoma”). There is also 
similar calcification in the right hilar lymph 
nodes. 


Same patient as in Figure 1, following 
hemoptysis and expectoration of calcium. Note 
decrease in size of nodule. 


Figure 3. 


(Above and below.) Examples of “Histoplas- 


moma,” 
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BY EINER W. JOHNSON, JR., M.D., HENRY W. DODGE, JR.,M.D., 


AND ALFRED UIHLEIN, M.D. 


Mayo Clinic and Mayo Foundation 
Rochester, Minnesota 


Each patient with multiple injuries ought to be assessed carefully to determine the injury or combination 

of injuries that most endanger his life. Immediate emergency treatment should be directed toward the preservation 
of life. Although it is desirable to attain closure of a compound wound and reduction of the fracture 

soon after its occurrence, under adequate antibacterial coverage, these procedures 


may be delayed several days. This also applies to deep, grossly contaminated lacerations. 


Ir Is NOT our intent to present a summary of the 
recent literature pertaining to the management of 
the patient with multiple injuries. Although a re- 
view of the literature is of advantage, we are of the 
opinion that a practical discussion of the treatment 
used in actual cases of multiple injuries and the 
reasons for its use is of more value to the man who 
is called to treat these patients from the first. 
Accordingly, we wish to present information about 
four cases in which the patients had suffered severe 
trauma to the head and also to peripheral parts of 
the body. We should like to present one method of 
treating these patients and our reasons for conclud- 
ing that certain precautions and techniques are re- 
warding in the care of these persons suffering mul- 
tiple severe injuries. 

A man, 27 years of age, was injured in an auto- 
mobile collision, June 27, 1951. Somewhat less than 


one hour after the accident he was brought to the 
emergency room of a hospital. 

When first seen by the admitting physician, it was 
obvious that the patient had a moderately severe 
concussion of the brain. He was awake, fairly alert, 
and oriented, but had complete retrograde amnesia, 
and, according to those who accompanied him, he 
had been unconscious for an indeterminate time. 
He was pale, restless, and perspiring profusely ; 
however, his skin was cool to the touch. The blood 
pressure was recorded at 70 mm. of mercury systolic 
and 50 mm. diastolic; the pulse was 120 beats per 
minute. 

A rapid appraisal of the central nervous system 
and peripheral injuries was undertaken while treat- 
nent for shock was being instituted. Treatment in- 
cluded the administration of oxygen by means of a 
BLB mask, elevation of the feet, the use of light 


GP « Volume X, Number 4 


2 
REE 
mergency Care of the Multiply Jnjurea Patient 
ere 


blankets, and intravenous administration of 5 per 
cent glucose in water for insertion of the needle, 
followed by 100 cc. of 20 per cent solution of 
Pharmadex. Blood had been withdrawn for group- 
ing and Rh determination, a specimen of urine was 
obtained by catheterization, the administration of 
antibiotics was started, and all obvious fractures 
were temporarily splinted. 

As soon as the patient’s general condition per- 
mitted, roentgenograms were made of the skull, the 
cervical and lumbar portions of the spinal column, 
the thorax, the left hip, femur, ankle, and the 
abdomen. 

Several working diagnoses, including cerebral 
concussion, were made on the basis of clinical, 
laboratory and roentgenographic surveys. These 
included multiple lacerations and abrasions, in- 
determinate abdominal injury, compound com- 
minuted fracture dislocation of the left ankle 
(Figure 1), compound comminuted fracture of left 
femur (Figure 2), nasal fracture, contusion of the 
thorax, and moderately profound surgical shock. 


Differential Diagnosis 


This man arrived in the emergency room con- 
scious but with obvious evidence of cerebral con- 
cussion. He was able to give his name, address, and 
some details of the accident. He was, however, in 
moderately profound shock, and this was felt to be 
his most dangerous condition when maintenance 
of life was considered. 

When the cause of shock was considered, several 
possibilities were entertained. He had multiple 
facial lacerations, none of which were extensive 
enough to occasion great loss of blood. From the 
story of an indeterminate period of unconsciousness 
it was evident that the man had sustained a cerebral 
concussion and perhaps contusion of the brain. Yet 
neither of these factors was considered severe 
enough to produce shock. 

In the absence of severe laceration of the scalp, 
closed injury to the head is uncommonly accom- 
panied by surgical shock. From the appearance of 
the patient’s clothing, it did not seem that he had 
lost enough blood as a result of his compound frac- 
tures to produce the degree of shock that was 
present. However, inspection of the injured left 
lower extremity with its grotesque position—90 
degrees of internal rotation at the site of the femoral 
fracture and 90 degrees of rotation inwardly of the 


Figure 1. Severe fracture dislocation of the ankle 
joint with gross displacement. 


Figure 2. Comminuted fracture of the midshaft 
of the left femur with displacement. 
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foot on the ankle—indicated the cause of shock. It 
is well recognized that manipulation of displaced 
fragments of long bones is attended by considerable 
shock. 

On clinical observation a considerable degree of 
shock is often noted among patients who have suf- 
fered traumatic dislocation of the hip, a condition in 
which some bleeding may occur into the surround- 
ing tissues but external loss of blood is not present. 
This fact has been emphasized by Blalock and Moon. 
Hence, it was concluded that all efforts to stabilize 
the patient’s condition would be only partially re- 
warded until the gross misalignment of the left 
lower extremity was corrected. 

Management of the Shock. The attending physician 
realized that primary treatment had to be directed 
toward alleviation of the mechanism producing 
shock as a lifesaving measure. He was cognizant of 
the fact that the patient had concussion of the brain 
and possibly contusion to an indeterminate degree. 
Consequently, with the patient under minimal 
anesthesia produced with thiopental sodium sup- 
plemented with nitrous oxide and oxygen, the com- 
pound wounds were cleansed with green soap, irri- 
gated with normal saline solution and again with 
hydrogen peroxide, and covered with nitrofurazone 
and petrolatum dressings. By manual traction, the 
gross distortion of the left ankle was corrected, and 
a massive pressure dressing was applied to the foot 
and leg. Traction also served to correct the distor- 
tion in the femoral fracture. In order to maintain the 
length of the fractured femur as well as to prevent 
crepitation of the fragments of fractured bone, with 
resultant pain and possible production and main- 
tenance of shock, a Kirschner wire was drilled 
through the left tibial tubercle to afford skeletal 
traction. The leg was suspended in a Thomas splint 
with a Pierson attachment, with the knee flexed to 
45 degrees. Also, while the patient was under the 
influence of the anesthetic, the facial lacerations 
were cleansed and drawn together with adhesive 
bridges. The duration of the anesthesia was slightly 
less than twenty minutes. The patient was sent to 
his room where the left leg was immediately sus- 
pended, kept in place by means of traction, and 
hence was considered immobilized. 

As the patient began to awaken from his anes- 
thesia and before whole blood could be adminis- 
tered, his blood pressure was increasing to near 
normal level. This fact was considered as conclusive 
evidence that his state of shock, his most dangerous 
condition from the standpoint of life, was due to the 
gross distortion of the bones of the lower extremity. 


Immediate treatment had been directed toward 
correcting that injury which appeared to supersede 
all others in importance. 

The patient survived a rather stormy convales- 
cence, the details of which are not germane to the 
discussion of emergency evaluation. Ina letter dated 
in June, 1952, the patient stated that he was work- 
ing full time at his old job. 

Use of Sedatives. Adequate sedation to relieve 
suffering and yet to prevent narcosis which would 
interfere with accurate hour-to-hour estimations of 
the patient’s intracranial status, is a major problem 
in the emergency treatment of severely injured 
patients who have sustained both intracranial and 
peripheral injuries. We are inclined to use aspirin 
and codeine liberally. 

In cases of severer peripheral injuries with ac- 
companying cerebral injury, small doses of mor- 
phine (or a substitute) used sparingly, may be 
mandatory. However, when these narcotics are 
being used, the patient’s level of consciousness, 
blood pressure, pulse, and respiration must be ob- 
served exceedingly carefully and frequently. 

The routine orders for narcotics every three or 
four hours are not permitted for these patients. We 
insist that a physician see, evaluate, and record the 
patient’s cerebral status prior to the administration 
of each new dose of narcotic. We have found that 
much confusion and many mistakes may be avoided 
by following this procedure. 


Severe Head Injury 


A 9-year-old girl was admitted to the emergency 
room of a hospital a few minutes after an automobile 
accident which occurred August 19, 1951. 

When first examined, the patient was deeply un- 
conscious. She had a large hematoma in the right 
parietal region, but there did not seem to be any 
depressed skull fracture. The systolic blood pres- 
sure measured 105 mm. of mercury when measured 
in the usual way, and the pulse was 120 beats per 
minute. Respirations were labored but fairly regular. 

A deformity of the right clavicle was present, the 
left side of the chest was superficially abrased, and 
multiple abrasions and minor lacerations of the 
hands and legs were present. A deep gash crossed 
the right patella, and extended to the outer aspect 
of the lower leg. The ligamentum patellae was 
severed. 

On neurologic examination the patient was com- 
atose, the head was held to the right, and conjugate 
deviation of the eyes to the right was noted. The 
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pupils were small but reacted slightly to light. As 
mentioned previously, a large hematoma was pres- 
ent in the right parietal region; the left eye was dis- 
colored due to marked subconjunctival hemorrhage. 
Bleeding or leakage of cerebrospinal fluid from 
the external auditory canal or nose was not noted. 

Painful stimuli elicited motion in all extremities. 
Waves of extensor rigidity were occurring sugges- 
tive of the decerebrate state. The Babinski reflex 
was present bilaterally and recorded at 4 plus on the 
basis of 1 to 4, with 1 being the least and 4 the 
greatest degree of extension. 

With as little disturbance to the child as possible, 
a roentgenologic examination was made, taking 
only such roentgenograms as were absolutely neces- 
sary. Fracture of the skull, odontoid process or 
cervical portion of the spinal column was not dem- 
onstrated, and dislocation of cervical vertebrae was 
not apparent. Fractures of the right clavicle, right 
first rib and the left eleventh rib were seen. The 
abdomen was soft and a specimen of urine obtained 
by catheterization did not reveal evidence of blood. 

Although this child was obviously suffering from 
multiple peripheral injuries, the principal immedi- 
ate threat to life was the injury to the head. It 
was considered necessary to direct early treatment 
toward this injury. 

During the interval of thirty minutes in which 
roentgenograms were obtained, dressings applied, 
tetanus antitoxin given, and administration of oxy- 
gen started by BLB mask, the patient’s condition 
deteriorated noticeably. 

Despite the absence of a fractured skull and of 
localizing neurologic signs, it was the opinion of the 
attending physicians that exploratory trephination 
of the skull should be performed immediately. This 
decision was based on the fact that deepening coma 
will develop among a certain number of patients 
who have acute extradural or subdural hematomas 
even though cranial fracture is absent, and the fact 
that trephination of the skull with the patient under 
local anesthesia can be lifesaving, with minimal risk, 
and is of more diagnostic and prognostic value than 
procrastination. 

In the operating room an indwelling plastic 
needle was inserted into the right internal malleolar 
vein. Blood was transfused, oxygen was adminis- 
tered by mask, and bilateral temporal trephination 
was carried out with the patient under local anes- 
thesia induced by use of 0.5 per cent solution of 
procaine hydrochloride. Large intradural or extra- 
dural clots were not found; however, on the left 
side, a thin film of blood was encountered over the 
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cortex. The brain was edematous and contused. A 
similar finding was encountered on the right side 
but to a lesser degree. 

The patient remained comatose for twenty-four 
days after admission. It was necessary to perform 
tracheotomy on the day after operation. By means of 
transfusions of whole blood, administrations of 
Dextran, Pharmadex, oxygen, and antibiotics, per- 
formance of tracheotomy, feedings via nasal tube, 
parenteral administration of fluids, frequent de- 
terminations of electrolyte balance, and delayed 
repair of lesser peripheral injuries, this patient was 
maintained until cerebral compensation could oc- 
cur. She was dismissed to go home on December 10, 
1951. 

In June, 1952, the child was found to have made a 
remarkable recovery, but, as the mother stated, al- 
though she was active and went to school “‘she is 
not quite the same girl as before.” At this time she 
tired easily, her speech was slow but intelligent, she 
had a short memory for recent events, walked some- 
what irregularly, and was slightly troubled by a 
moderately spastic right hand. Considering the 
serious degree of the injury to her head, the residual 
deficit was felt to be minimal. 

Problems of Management. This case is presented 
because it brings up several points worthy of re- 
emphasis in the treatment of these critically ill, 
multiply injured patients. 

Often the question arises relative to the use of 
whole blood (or intravenous substitution therapy 
until the patient’s blood type is ascertained) for 
patients suffering from combined peripheral and 
cerebral injuries, since many physicians are of the 
opinion that intravenous fluids should be limited if 
the head is injured to prevent cerebral edema. 

On the basis of experiences in World War II and 
civilian experience of British and American physi- 
cians, and in our own experience, the patient suf- 
fering from surgical shock is best treated in the usual 
manner by means of administrations of whole blood, 
plasma, and oxygen and by elevation of the foot of 
the bed, regardless of the injury to the head. 
Vasopressor substances can be administered judi- 
ciously. Because the patient in shock responds to 
administration of graduated amounts of fluid and 
replacement of blood, a large volume of fluid should 
not be given intravenously until the cerebral status 
is better evaluated. 

The wise use of tracheotomy, which allows for 
improved oxygenation and easy removal of the 
tracheobronchial secretions, has provided one of the 
most important contributions to the care of the 
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comatose and semicomatose patient in the past 
decade. 

Unconsciousness per se is not an indication for 
or against surgical intervention. A changing level of 
consciousness, however, may mitigate for or against 
the performance of surgical procedures. 

Frequently, the admitting physician will wonder 
whether to do a spinal puncture on the acutely 
traumatized unconscious patient. There is much 
controversy over this point, but in our opinion, ex- 
cept for the occasional case, little added information 
is gained that cannot be surmised from close clinical 
evaluation of the patient, and the danger of hernia- 
tion of the cerebellar tonsils cannot be minimized. 

Indications for Surgical Exploration. The condi- 
tions requiring early surgical intervention are: (1) 
certain fractures which depress the skull (over 
motor areas or major dural sinuses) ; (2) compound 
fractures of the skull; (3) craniocerebral wounds; 
and (4) the suspicion or presence of epidural or 
acute subdural hemorrhage or subdural hygroma. 

It has been our practice in treating any patient 
unconscious from acute deceleration trauma to the 
head to obtain roentgenograms of the cervical por- 
tion of the spinal column, and also, if possible, open- 
mouth views of the odontoid process. This practice 
has been singularly rewarding, particularly among 
those patients suffering compression injuries of the 
thorax (as from the steering wheel of an automo- 
bile). Occasionally a completely unsuspected injury 
to the cervical portion of the spinal column or to the 
odontoid process is demonstrated. 


Fractures of Skull and Cervical Spine 


A man, 40 years of age, was the driver of an 
automobile in which the other two occupants 
were killed in a head-on collision. He was severely 
injured and admitted to the hospital on August 
29, 1951. 

A cursory examination of the patient’s condition 
showed him to be comatose, but he moved all ex- 
tremities in response to painful stimuli. His blood 
pressure was 130 mm. of mercury systolic and 70 
mm. diastolic. The pulse rate was 85 beats per 
minute. Blood was oozing from the left auditory 
canal which was not due to injury of the canal. A 
deep penetrating wound was present on the lateral 
aspect of the left arm, and there was questionable 
involvement of the left radial nerve. The left man- 
dible was fractured, as was the left radius. Fractures 
of the patella and cervical portion of the spinal 
column were suspected. 


Figure 3. Comminuted fracture of the fifth cervical vertebra 
with slight displacement. 


A brief but inclusive roentgenologic survey was 
made, and with the informattion compiled by a 
cursory clinical examination, the following estab- 
lished injuries were considered for emergency treat- 
ment: fracture of the basilar portion of the skull 
with cerebral contusion and coma, compression 
fracture of the body of the fifth cervical vertebra 
(Figure 3), fracture of the ascending ramus of the 
left mandible, oblique fracture of the distal and 
middle thirds of the left radius (Figure 4a and b), 
fracture of the left patella, severe laceration of the 
lower portion of the left upper arm, and contusion 
of the left side of the thorax. 

A specimen of urine obtained by catheterization 
did not show any abnormality. Samples of blood 
were obtained for counts, concentration of hemo- 
globin, grouping, and determination of Rh factor. 
The administration °f oxygen by BLB mask was 
started immediately, and 100 cc. of 20 per cent 
solution of Pharmadex was given slowly by the in- 
travneous route. The usual antitoxins for tetanus 
and gas gangrene were given. Since the patient had 
sustained an injury to the cervical portion of the 
spinal column with minimal neurologic evidence of 
compression of the spinal cord, he was placed on a 
Stryker frame and the head and neck were carefully 
splinted with sandbags. He was taken to the oper- 
ating room in this fashion. 

Program of Management. The treatment of this 
patient presented many interesting problems. Prob- 
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ably the foremost of these was how to treat his many 
orthopedic injuries, the most important of which 
was the compression fracture of the fifth cervical 
vertebra, without impairing or impeding the ob- 
servation and treatment necessary to care ade- 
quately for the injury to his head. The patient’s 
restlessness, irrationality, and lack of ability to co- 
operate made the nursing care a monumental task. 
Coupled with this, there was the ever-present fear 
that this constant motion would produce injury to 
the cervical portion of the spinal cord which would 
nullify all of our therapeutic hopes. Accordingly, 
our first concern was to control his restlessness in an 
effort to prevent this activity from producing dam- 
age to the spinal cord. Consequently, Crutchfield 
tongs were inserted in the calvarium with the pa- 
tient under local anesthesia, and continuous trac- 
tion on the head was instituted. This measure 
tended to control the motion of his head, to relieve 
the pain in his neck to some degree, and lastly, to 
protect the cervical portion of the spinal cord from 
severance or impingement by the fractured frag- 
ments. 

A second problem was the care, immediate or 
‘delayed, which was to be given to the deep, grossly 
contaminated, laceration of the lateral aspect of the 
arm. The treatment of this lesion was complicated 
by the fracture of the radius on the same side. Here 
again, all considerations of therapy were based on 
the severe injury to the head (basilar skull fracture 
with coma) which, from the standpoint of the pa- 
tient’s life, was the most threatening injury. 

On this basis, only a most perfunctory cleansing 


of the deep laceration was carried out when the . 


patient was admitted, and the wound was protected 
by sterile dressings. In order to limit motion at the 
site of the radial fracture, the left upper extremity 
was encased in a plaster cast extending from the 
flexor crease of the hand to the upper arm with the 
elbow at 90 degrees and the wrist in neutral posi- 
tion. The fractured patella did not present much of 
a problem for immediate care. The right leg was 
held in extension at the knee by the application of a 
metal gutter splint to its posterior aspect. 

The injury to the patient’s head was cared for in 
the following manner: Although roentgenograms 
did not show evidence of a fracture of the basilar 
portion of the skull, still the drainage of blood from 
the left ear (with no evidence of injury to the ex- 
ternal auditory canal) and persistent coma made the 
diagnosis probable. 

The projected plan was to observe this patient for 
evidence of localized intracranial bleeding. Accord- 
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ingly, the amount of 5 per cent glucose in distilled 
water administered intravenously was restricted to 
1,500 to 1,800 cc. in twenty-four hours. The use 
of sodium chloride was assiduously avoided; the 
administration of antibiotics was started; an in- 
dwelling urethral catheter was placed into the 
bladder (frequently restlessness in a semicomatose 
patient is the result of a full bladder), and the 
head of the bed was elevated 30 degrees. The 
latter helped sustain the Crutchfield tong traction, 
and we are convinced that this helps to avoid rais- 
ing the intracranial pressure. 

Sedation was minimal, and until the fourth day of 
hospitalization when the patient began to return to 
consciousness and was more aware of pain, aspirin 
controlled it rather well. After this, sodium pheno- 
barbital and codeine were employed sparingly. 

The patient’s blood pressure, pulse, respirations, 
and the character of his response to stimuli were 
carefully recorded at frequent intervals. Spinal 


Figure 4a and b. Fracture of lower third of the left radius. 
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puncture was not performed. Blood urea and elec- 
trolyte determinations were checked at regular in- 
tervals, allowing us to hydrate the patient ade- 
quately after the first seventy-two hours when we 
suspected that cerebral swelling secondary to con- 
tusion was beginning to decrease. Our impressions 
along this line were substantiated by his gradual 
return of consciousness. 

During the period when the patient was comatose 
and irrational, intense effort was directed toward 
maintenance of an adequate airway, prevention of 
aspiration and development of hypostatic pneu- 
monia. The patient was turned hourly; careful oral 
hygiene was practiced, and the posterior pharynx 
was aspirated frequently. Tracheotomy was con- 
sidered but deemed inadvisable in this instance. It 
is wise to avoid offering an irrational, unco-opera- 
tive or comatose patient anything by mouth, as 
aspiration pneumonitis frequently follows. 

For the initial twenty-four to thirty-six hours, 
adequate fluid and required calories can be adminis- 
tered by vein. If prolonged coma is foreseen, com- 
pletely adequate feeding and fluid therapy may be 
safely accomplished by the simple expedient of a 
stomach tube. We prefer to place the tube and leave 
it for a week before changing, being certain that it is 
moved a few inches in either direction each day to 
avoid pressure necrosis of the esophagus. Unless a 
physician is in constant attendance, intermittent 
introduction of a tube can be hazardous. 

Except for the placement of Crutchfield tongs, 
emergency splints, and bandages, all definitive sur- 
gical therapeusis was delayed pending adequate 
response after severe injury to the head. As the 
patient gradually became conscious and orientation 
occurred, therapy was directed to the other serious 
but less dangerous injuries. 


Skull Fracture with Brain Injury 


A 30-year-old dentist was admitted to the emer- 
gency room of a hospital an undetermined time after 
an automobile accident on December 1, 1950. Wit- 
nesses who had observed the accident stated that 
the patient had been thrown clear of the car but 
that it had rolled partially over him. 

When first examined at the hospital, the patient 
was deenly unconscious, breathing stertorously. He 
was moderately cyanotic, and flaccid paralysis af- 
fected the right side of the body and right half of the 
face. The extremities on the left moved at random 
with purposeless movements. 

The eyes were deviated to the left, and the right 


Figure 5a and b. Anteroposterior and lateral projections of 
the skull illustrating bursting fracture in parasagittal coronal 
plane. 
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pupil was dilated but would react to light. A small 
amount ef blood oozed from the left external audi- 
tory canal, and the tissues around the left eye were 
markedly discolored. There was a positive Babinski 
sign elicited on the left side. A large subgaleal 
hematoma was present in the left parietal region of 
the skull. 

The blood pressure was recorded at 120 mm. of 
mercury systolic and 76 mm. of mercury diastolic 
and the pulse at 60 beats per minute. Grossly frac- 
tured long bones could not be noted clinically, but 
numerous abrasions and severe contusion of the 
thoracic cage, in addition to the patient’s critical 
appearance, led the examining physicians to suspect 
serious internal injuries in addition to the grave 
injury to the head. 

A rapid roentgen-ray survey did not disclose any 
fractures of long bones; however, evidence of a 
marked compression fracture of the first lumbar 
vertebra was noted. Roentgenograms of the skull 
revealed a bursting fracture of the left parietal bone 
with diastasis of the sagittal and lambdoidal sutures. 
A secondary fracture line extended down from the 
sagittal suture to and contiguous with the coronal 
suture on the left. This fracture extended into the 
base of the anterior fossa (Figure 5a and 6). 

Emergency care for combined injuries was im- 
mediately instituted as outlined previously. A speci- 
men of urine obtained by catheterization was not 
abnormal in any way. Erythrocyte count, concentra- 
tion of hemoglobin, blood grouping, and determi- 
nation of Rh factor were done, and the patient was 
changed from a BLB oxygen mask into an oxygen 
tent. Tracheotomy was not deemed necessary at 
that time. 

It seemed to the physicians in attendance that a 
brief period of observation would be of greatest 
benefit to this critically injured patient, for although 
at first the severe trauma to the head seemed the 
injury most threatening to life, still the suspicion of 
serious internal injury raised by the bruised, con- 
tused appearance of the patient’s thorax and abdo- 
men raised the problem of priority in therapy. 

During the next few hours the patient was care- 
fully observed as to level of consciousness, blood 
pressure, pulse, respiration, color, and general ap- 
pearance. These findings were carefully recorded at 
intervals of fifteen minutes. During this period an 
orthopedic and an abdominal surgeon were asked to 
evaluate the patient’s condition. After careful con- 


sideration, it became evident that although some 
type of peripheral bone injury and internal injury 
might be present, the severe trauma to the head was 
the immediate threat to life. 

During the three to four hours of observation, 
the patient’s level of consciousness had not im- 
proved, and it was deemed advisable to perform 
craniotomy on the left side. 

This revealed a large parietal subgaleal hematoma 
and a depressed skull fracture in the left frontopari- 
etal parasagittal region with diastasis of the fronto- 
parietal bone. There was both an extradural and 
intradural hematoma over the left hemisphere with 
lacerated dura and brain. Débridement and eleva- 
tion of bone fragments were carried out. The pa- 
tient’s postoperative clinical course was one of 
gradual improvement except that the hemiplegia 
and aphasia persisted for twenty days when motor 
ability began to return in the right extremities and 
he also was able to say a few words. 

On the twelfth postoperative day, thrombophlebi- 
tis developed in the right calf and popliteal region. 
Anticoagulation therapy was used since the danger 
of intracerebral bleeding had passed. The patient 
gradually improved and was finally dismissed from 
the hospital on the fortieth day after operation for 
special training and rehabilitation. 

Value of a Period of Observation. This case has 
been included for two important reasons: (1) be- 
cause the patient had sustained severe combined 
injury, that is, severe injury to his head and at the 
same time severe peripheral injuries, and (2) be- 
cause it demonstrates the value of a period of careful 
observation in certain cases, even in the face of a 
seemingly dire emergency. All physicians have ex- 
perienced the inclination to operate immediately, 
to “do something” for a severely injured, cyanotic, 
poorly respiring, comatose patient. As experience 
in the emergency management and care of the criti- 
cally injured patient increases, however, the value 
of a period of judicious observation in certain cases 
is recognized. 

It is our opinion that in these difficult cases, 
thoughtful consideration and consultation even in 
the face of a dire emergency may lead ultimately to 
more definitive operative or nonoperative therapy 
with a correspondingly gratifying outcome. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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Practical Therapeutics 


Palliative Treatment of Metastatic Cancer of the Breast 


BY J. M. RUKES, M.D. AND M. GALANTE, M.D. 


Metabolic Unit, the Departments of Medicine and Surgery, and the Cancer Research Institute, University of California School of Medicine 


San Francisco, California 


THE MANAGEMENT of metastatic cancer of the breast 
has been an unsatisfactory problem since the begin- 
ning of medical history. Most authorities agree 
that the initial therapy, before clinically apparent 
metastases have occurred, is a radical mastectomy, 
followed by x-ray therapy to the mediastinum, axillae, 
and supraclavicular areas. At the University of Cali- 
fornia Hospital this postoperative x-ray therapy 
consists of a 3,000 r tissue dose given at 4.0 cm. 
depth to the mediastinum over thirty days, and a 
4,000 r tissue dose in the mid-plane to the axillae 
and supraclavicular area, each over about thirty- 
eight days. This is a higher dose than has usually 
been recommended, 

When metastases have occurred, the only treat- 
ment available is of a palliative nature. Surgery 
should be used for localized lesions. X-ray therapy 
is indicated for inoperable primary lesions and 
localized metastases, especially the localized osseous 
and soft tissue lesions. Widespread osseous or soft 
tissue metastases and pulmonary lesions may be 
treated best with hormone therapy. 

It is generally agreed by all who have made clini- 
cal and pathologic studies that relatively slow- 
growing tumors respond best to hormone therapy. 
Histologically, however, it is difficult to ascribe a 
specific appearance of the tumor to a definite type 
of response to hormone therapy, and it should be 
tried in all cases where indicated, regardless of the 
pathologic pattern of the tumor. There is fairly 
good evidence that prolongation of life may occur 
in cases with far-advanced carcinoma of the breast. 
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The report of the Subcommittee on Steroids and 
Cancer indicates that, with one exception, the short- 
est mean survival in a group improved by hormonal 
treatment was longer than the longest mean sur- 
vival in an unimproved group. That the improved 
should survive longer than the unimproved group 
is not surprising, but the magnitude of the effect 
suggests very definitely that steroids do prolong 
life in these far-advanced cases, and when doing so, 
make life more bearable for the patient. When hor- 
mone therapy is effective, it gives greater relief of 
pain than opiates or analgesics, and thus it may be 
possible to maintain the patient in an ambulatory, 
comfortable, and productive state for a longer 
period of time, and the expense will usually be less 
or no greater than control with narcotics. 
Beneficial results have been obtained by altering 
the hormonal balance involving the sex hormones 
primarily, by castration, by the administration of 
androgens or estrogens, or by the sudden withdrawal 
of these agents after a period of treatment. The 
mechanisms whereby improvement occurs are not 
definitely known, so that the various hormones have 
been used largely on an empirical basis. One prom- 
inent theory is that by producing an altered hor- 
monal balance, the growth of the tumor is slowed 
until it adjusts to the new environment, and then 
growth and spread of the tumor begin anew. In view 
of this, when the patient ceases to derive any benefit 
from one of these agents, she may respond to with- 
drawal of hormone or by switching to another hor- 
mone (example, estrogens or androgens). By 
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changing from one form of therapy to another, it is 
often possible to keep the patient comfortable for a 
longer period of time. 

Since the effect of the hormones is limited to 
palliation and cannot be considered curative, these 
agents probably should be used only after the proved 
methods of surgery and x-ray are no longer effec- 
tive, or cannot be used conveniently. Also, since 
their benefits are inevitably transient, hormones 
should probably be used only when symptoms occur 
which require treatment, and should be discon- 
tinued or changed immediately if there is evidence 
of accelerated growth of the tumor greater than that 
expected during the natural course of the disease. 
Each of the forms of palliative hormonal therapy 
will be discussed individually. 


Castration 


The hormonal approach probably began about 
1889 when Schinzinger, a German surgeon, advo- 
cated odphorectomy in premenopausal women with 
cancer of the breast because of the atrophy of the 
breast which follows loss of ovarian function. In 
1896 Beatson reported striking beneficial changes 
after odphorectomy and thyroid administration in 
two premenopausal women with extensive metas- 
tatic cancer of the breast. Following this, little was 
done in the field until 1919 when Loeb demonstrat- 
ed that early oéphorectomy prevented the develop- 
ment of the mammary cancer in young mice of 
strains in which mammary cancer was prevalent. 
Between 1921 and 1930 several reports appeared 
recommending x-ray castration of premenopausal 
women with cancer of the breast. In 1932 Locas- 
sagne first succeeded in producing carcinoma of the 
mammary gland in male mice belonging to a high 
tumor strain by injecting large amounts of estrogenic 
hormones over long periods of time. 

Since that time, castration of premenopausal or 
early postmenopausal women with advanced pri- 
mary or metastatic carcinoma of the breast, either 
by surgery or by radiation, has become an accepted 
method of treatment. Most of the reported series 
indicate that 15 to 30 per cent of the patients secure 
palliative benefit from the castration— the favorable 
responses lasting from a few months to several 
years. 

Radiation castration produces varying degrees of 
ovarian suppression, depending on the dose used 
and other factors. 

The production of amenorrhea, menopausal 
symptoms, and the changes in the vaginal smear 


cannot be considered as valid criteria of the com- 
pleteness of ovarian suppression (later menses may 
reappear and menopausal symptoms disappear). 
A minimum of six to eight weeks is usually required 
to achieve effective ovarian suppression with radi- 
ation castration. At the University of California 
Hospital the dose of radiation used for castration is 
a 1,600 r tissue dose given in the midplane to each 
ovary over a period of two to three weeks. This is 
almost three times the dose usually recommended. 

Since it is important in this phase of treatment to 
secure adequate ovarian suppression, the trend has 
been to utilize surgical castration whenever possi- 
ble, because the desired effects occur sooner, and 
one can be sure that adequate ovarian suppression 
has been produced. Radiation castration has been 
reserved for patients who cannot tolerate surgical 
castration, and for some women older than 40 in 
whom ovarian activity is decreasing. If a rapid 
clinical effect from ovarian suppression is desired, 
and odphorectomy is not possible, some clinics 
utilize a combination of radiation castration and 
testosterone therapy. Even though castration is not 
curative, it is of value in the palliative management 
of metastatic breast cancer. 

In contrast, prophylactic castration probably 
does not increase the curability rate of those pa- 
tients in whom radical mastectomy is performed for 
a carcinoma apparently confined to the breast and 
regional lymph nodes. The use of prophylactic 
castration and testosterone therapy together at the 
time of the radical mastectomy has been recom- 
mended. Snapper observed a series of thirteen pa- 
tients for one or more years following combined 
radical mastectomy, castration, and testosterone 
therapy, and concluded that this therapy did not 
protect against the development of metastases in pa- 
tients with positive axillary nodes at the time of 
surgery. 

An Illustrative Case. E.R., UCH #147140, a 40- 
year-old white woman first noted a firm mass in the 
upper outer quadrant of the right breast with asso- 
ciated nodules in the right axilla in 1947. The le- 
sions remained about the same size for the following 
year. In 1948 a simple mastectomy was done else- 
where, and following this, the two small nodules in 
the right axilla disappeared. 

At six months’ gestation during a pregnancy in 
1949, she developed pain in both shoulders and 
hips. She delivered at term without difficulty, but 
her shoulder and hip pain persisted. X-rays at this 
time revealed osteolytic and osteoblastic lesions in 
the tenth and twelfth thoracic and third lumbar 
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vertebrae, the left ischial tuberosity, the symphysis 
area of the pelvis, and the sacrum. Physical ex- 
amination was not remarkable. 

In November 1949 she had an odphorectomy, 
and following this, her bone pain disappeared, she 
became completely asymptomatic. and serial x-rays 
showed progressive healing of the metastatic bone 
lesions, so that by October, 1951, there was no evi- 
dence of metastatic disease in her skeletal x-rays 
(Figure 1). She remained asymptomatic until about 
February, 1954, when she developed recurrence of 
low back pain radiating down both legs, and repeat 
x-rays showed reactivation of her metastatic process. 


Androgens 


In 1939 Nathanson demonstrated a decreased in- 
cidence of mammary cancer in female mice of a high 
mammary cancer strain by the prolonged adminis- 
tration of testosterone. Testosterone was then used 
in human cases of metastatic carcinoma of the 
breast and has become a valid addition to the arma- 
mentarium for the treatment of this condition, in 
spite of the adverse effects of testosterone, such as 
virilization, hirsutism, deepening of the voice, acne, 
increased libido, and clitoral hypertrophy. Suffi- 
cient data are not available to indicate whether the 
prophylactic use of testosterone is of significant 
value. 

Therapeutically, most authorities agree that 
androgens can be given at any age (pre- or post- 
menopausal), and they seem to be more effective in 
the control of osseous metastases than soft tissue 
lesions. The duration of testosterone treatment 
seems to be more important in producing a response 
than the total dose. According to data from the 
treatment of 441 cases from the Subcommittee on 
Steroids and Cancer, a dose of testosterone pro- 
pionate of 150 mg. intramuscularly per week (50 
mg. three times a week) is adequate, and three 
months is the shortest time within which to draw 
conclusions concerning the response to therapy. 
The total dose of testosterone propionate required 
for a subjective response was about two grams, and 
for an objective response, approximately three 
grams. 

This same group reported that methyltestos- 
terone sublingually proved to be as effective as tes- 
tosterone propionate. The smallest total dose of 
methyltestosterone used in this series was about 
thirty grams during a period of five months (ap- 
proximately 200 mg. per day). This is a much 
larger dose than is usually used, since a dose of 40 
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Figure 1. X-ray evidence of progressive healing of metastatic bone 
lesions of the vertebrae and pelvis following surgical castration, 
during the period from November, 1949, to October, 1951 (left 
to right, top and bottom). The healed lesions remained unchanged 
following this until February, 1954. 


to 60 mg. per day produces a favorable response 
without the increased danger of the development 
of the adverse effects of androgen therapy. 

Newer androgens have been sought that would 
have the favorable anti-tumor and metabolic effects 
without producing significant adverse side effects. 
Of these, methylandrostenediol and dihydrotestos- 
terone have been used, but recent reports indicate 
that methylandrostenediol, which is a weak andro- 
gen, employed in the same doses as other androgens 
(testosterone) is not nearly so effective as testos- 
terone, even though it may elicit metabolic and 
other effects characteristic of androgens. Dihydro- 
testosterone is still being evaluated, so no conclu- 
sions can be drawn. 

About 50 per cent of the pre- and postmenopau- 
sal women treated with testosterone may be ex- 
pected to show subjective improvement, and about 
20 per cent of the premenopausal patients and 40 
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per cent of the postmenopausal women may show 
regression of the primary lesions. Bone metastases 
regress in about 10 per cent of the cases. 

During testosterone therapy, the patient should 
be observed closely for the development of serious 
adverse effects of the hormone, such as retention 
of sodium, chloride, potassium, and water, requir- 
ing strict salt restriction (500 mg. sodium diet) to 
try to prevent the precipitation of congestive heart 
failure. Hypercalcemia, with the hypercalcemic 
syndrome of nausea, vomiting, dehydration, ato- 
nicity, apathy, drowsiness, and coma sometimes 
leading to death, may occur. This complication 
occurs only in the presence of osseous metastases, 
and occurs most frequently in the early phase of 
treatment of patients with extensive osteolytic 
metastases, especially if the patient is confined to 
bed. Serum calcium should be checked before start- 
ing testosterone, and frequently during the course 
of therapy, and if the serum calcium rises signifi- 
cantly during therapy, the tetosterone should be 
discontinued. If the hypercalcemia syndrome de- 
velops, 2.5 per cent solution of sodium citrate in 
adequate quantities of dextrose and saline should 
be given intravenously. In about 10 per cent of 
patients with osseous metastases from cancer of 
the breast, spontaneous hypercalcemia occurs, and 
in some of these cases, testosterone therapy may 
correct the syndrome. 

A sample protocol for methyltestosterone ther- 
apy is presented in Table 1. 

An Illustrative Case. M.R., UCH #36858, a 74- 


table 1 A Protocol for Methyitestosterone Therapy 


1. Useful in any age group—pre- and postmenopausal 
women. 


2. History and physical examination, with x-rays, showing 
widespread soft tissue or bony metastases not suitable for 
surgical or x-ray therapy. 


3. Serum calcium, phosphorus, and alkaline phosphatase, with 
serum proteins before treatment. Recheck the serum calcium 
weekly initially, and then once a month if significant hyper- 
calcemia does not occur. The urinary Sulkowitch test should be 
checked daily to give a clue as to developing hypercalcemia 
with secondary hypercalcuria. 


4. Methyltestosterone, 40 mg. or more sublingually daily for 
three to six months unless complications arise contraindicating 
the use of this drug. 


5. Low sodium diet—500 mg. to 1.0 Gm. sodium. 
6. Weigh daily for evidence of fluid and electrolyte retention. 


year-old white female, developed a small mass in 
her right breast with bleeding from the nipple in 
1930. A right radical mastectomy was done a few 
weeks later, at which time axillary metastases were 
found. She received a course of x-ray therapy in 
1931, and again in 1932. (X-ray dose is not known.) 
Following this’ she remained asymptomatic until 
1946 when she developed a few small subcutaneous 
nodules in the area above the mastectomy scar, 
which on biopsy revealed carcinoma. She was treat- 
ed elsewhere with stilbestrol, 3 to 6 mg. daily, con- 
tinuously from October, 1946, to April, 1947. With 
the stilbestrol therapy the nodules disappeared dur- 
ing the five months after initiation of therapy. The 
nodules began to recur in 1949, and estrogen ther- 
apy was restarted. 

She was seen here first in 1949, and maintained 
on stilbestrol, 40 mg. per day cyclically, forty days 
on and ten days off. X-rays at this time revealed no 
osseous metastases, and chest x-ray was negative. 
With the estrogen therapy, the subcutaneous no- 
dules decreased progressively in size. 

In May, 1951, while still on estrogen therapy, 
she developed a painful mass in the left breast, 
erythema of the skin-grafted area over her previous 
mastectomy, and recurrence of some of the subcu- 
taneous nodules. She was started on methylandro- 
stenediol, 40 mg. daily, and within one week after 
institution of this therapy, she noted relief of the 
pain in the left breast, the erythema began to sub- 
side, and the subcutaneous nodules seemed slight- 
ly smaller. Within four months after beginning the 
methylandrostenediol, there was marked regression 
of the mass in the left breast, the subcutaneous 
nodules, and erythema (Figure 2). 

She continued the methylandrostenediol and re- 
mained asymptomatic and improved until June, 
1953, when she developed progressive erythematous, 
tender induration of the left nipple. On biopsy, this 
was shown to be metastatic carcinoma. At this time 
the methylandrostenediol was discontinued, and 
since then she has again become asymptomatic with 
some decrease in the lesion of the left breast, with- 
out further therapy. 


Estrogens 


Prior to 1944, the use of estrogens was thought 
to be contraindicated, because of the evidence pre- 
sented above, that estrogens seemed to have an 
influence on the development and growth of breast 
cancer. However, in 1944 Haddow and associates 
described the use of synthetic estrogens in large 
quantities, and Nathanson demonstrated a thera- 
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Figure 2. Photographs (a, left) before and (b, right) four months after beginning methylandrostenediol therapy, showing regression 
of subcutaneous nodules, erythema, and the mass in the left breast. 


peutic effect of estrogens in postmenopausal women 
with advanced and metastatic carcinoma of the 
breast. Since then estrogens have been used in large 
series of cases, and reports indicate that some de- 
gree of subjective improvement occurs in 40 to 60 
per cent of the patients treated. About 50 per cent 
of the patients with soft tissue lesions had objective 
improvement, about 20 per cent with osseous le- 
sions were objectively improved, and 20 to 40 per 
cent of patients with pulmonary lesions in indi- 
vidual series showed x-ray evidence of regression 
of the lesions, sometimes apparently complete. 


Estrogens are considered to be more effective in 
the palliative treatment of primary lesions and soft 
tissue metastases, but osseous lesions may also re- 
spond favorably. In general, the consensus is that 
estrogens should not be given to women until at 
least five years after the onset of menopause (spon- 
taneous or induced), as there is about a 1:5 chance 
of acceleration of the rate of growth of the tumor 
in younger women. 

There is some evidence that a favorable response 
to estrogens in postmenopausal women increases 
with the patient’s age, but that the response of soft 


table 2 Commonly Used Estrogens and Androgens given in Equivalent Effective Doses 


How Route of Effective Minimum Minimum Weekly 
Drug Supplied Administration Dose Total Dose Duration* Avg. Cost** 
ANDROGENS 
Testosterone proprionate 25 mg./cc. im. 50 mg. 3 x weekly About 3.0 Gm. 3 mo. $2.88 
Methyltestosterone 10 mg. tabs. sublingually 40-200 mg./daily 30.0 Gm. 3-6 mo. $3.86 
(40 mg. daily dose) 
Methylandrostenediol 25 mg. tabs. orally or sub- 40-200 mg./daily 30.0 Gm. 3-6 mo. $4.62 
lingually (50 mg. daily dose) 
ESTROGENS 
Diethylstilbestro! 5.0 mg. tabs. orally 15.0 mg./daily About 4.0 Gm. 3-6 mo. $1.20 
Dienestrol 10 mg. tabs. orally 15.0 mg./daily About 4.0 Gm. 3-6 mo. $0.58 
Premarin 2.5 mg. tabs. orally 30.0 mg./daily About 4.0Gm. 3-6 mo. $14.70 
Ethinyl estradiol 0.5 mg. tabs. orally 3.0 mg./daily About 200mg. 3-6 mo. $4.04 
Estradiol dipropionate 10.0 mg./cc. im. 5.0 mg. 2 x weekly About 200mg. 3-6 mo. $0.30 
(1 or 10 cc. vials) 
Tri-papa-anisyl-chloro- 12.0 mg. in corn orally 24.0 mg./daily About 5-6 Gm. 3-6 mo. $2.80 
ethylene (TACE) oil capsule 


*Minimum duration refers to the fact that a minimum of 3 to 6 months of therapy with the drug at the dose level indicated is necessary 


before any conclusions can be drawn concerning response to the drug. 


“*These weekly average costs are approximations, since the cost of the individual drugs will vary in different sections of the country, and 


at different pharmacies. 
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tissue and pulmonary lesions to estrogens levels off 
at about age 65 to 70 years. The effect of age on 
the response of bone lesions to estrogens has been 
much less pronounced. In general, the duration of 
improvement following estrogens has been about 
the same as that following androgens. 

Several natural and synthetic estrogens, in equiv- 
alent doses, have been used with essentially com- 
parable results (Table 2). Some clinics report that 
ethinyl estradiol appeared to be statistically the most 
effective of the estrogens used, which they attrib- 
uted to increased potency of this compound. As 
with androgens, the duration of treatment is prob- 
ably more important than the total dose of estro- 
gens administered. A minimum period of treatment 
should be three to six months, with a total dose of 
diethylstilbestrol of 4.0 grams or the equivalent dose 
of the other estrogens, but if improvement is not 
apparent within three months, it usually does not 
occur. Many authors favor cyclical administration 
of estrogens, giving the estrogen for thirty to forty 
days and then withdrawing therapy for seven to ten 
days. 

The response to estrogens is quite variable and 
unpredictable. In a series of cases, one will see in- 
stances of regression, retardation, and progression 
of lesions, and more discrepancy between the sub- 
jective and objective response. A favorable systemic 
response is less frequent than with androgens. The 


adverse effects of estrogen therapy are not so se- 
vere, although nausea and vomiting, fluid retention 
with the precipitation of cardiac failure, stress in- 
continence, and engorged breasts with tender nip- 
ples, may occur. Hypercalcemia occurs less com- 


table 3 A Protocol for Diethyistilbestrol Therapy 


1. Useful in women five or more years after the menopause 
(spontaneous or induced). 


2. History and physical examination, with x-rays, showing 


widespread soft tissue or bony metastases not suitable for 
surgical or x-ray therapy. 


3. Thorough examination of the breast, pelvic examination 
with visualization of the cervix and vaginal smear before 
institution of therapy, and repeated at least every six months 
or more offen. 


4. Diethylstilbestrol 5.0 mg. orally three times a day for 
forty days, then off for ten days, then repeat. Continue for 
three to six months unless contraindications develop. 


5. Low sodium diet: 500 mg. to 1.0 gram sodium. 
6. Weigh daily for evidence of fluid and electrolyte retention. 


monly with estrogen therapy than with testosterone. 

The possibility of the development of carcinoma 
of the cervix by estrogen administration is a prob- 
lem, so that before starting this therapy a thorough 
pelvic examination, with inspection of the cervix 
and a vaginal smear, should be done, and repeated 
at least every six months. Uterine bleeding is one 
of the more common effects of estrogen therapy 
and may present a serious problem. However, with 
cyclic administration of estrogens its incidence is 
reduced. 

A sample protocol for estrogen therapy, using 
diethylstilbestrol, is presented in Table 3. 

An Illustrative Case. E.D., UCH #149145, a 69- 
year-old white woman, noted the gradual pro- 
gression of crusting and inversion of the left nippel 
with a brownish discharge from the nipple, about 
1946. In January, 1948, she had a left radical mas- 
tectomy. Following this she did well until October, 
1950, when she noted two firm nodules, at the left 
superior border of the sternum. In January, 1951, 
biopsy of the nodules revealed metastatic carcinoma, 
and in February, 1951, she was given six x-ray 
treatments to the nodules. Following this, the skin 
over the left breast and shoulder became reddened, 
with burning pain and pruritus, which was relieved 
by local application of ointments. About January, 
1952, she began to notice that the skin over the left 
and mid-sternum was breaking down and produc- 
ing a clear discharge. Menopause had occurred at 
age 50 to 55. 

The patient was first seen at the University of 
California in May, 1952. There was a 1x1 cm.. 
firm, nontender nodule in the right axilla. The left 
breast was absent. There were small, hard, yellow- 
ish, nontender, fixed nodules just to the left of the 
sternum at the attachment of the third rib, ulcer- 
ated and somewhat crusty skin lesion at the left 
parasternal region between the third and fourth 
ribs. The right nipple was everted and pulled 
slightly upward and toward the right axilla. There 
was a firm, nontender, movable 2x3 cm. nodule at 
the inferior, lateral quadrant of the right breast, 
no discharge from the nipple. There was two-plus 
pitting edema of the left arm to half-way down the 
left forearm; one-plus pitting edema of the left 
ankle. Chest x-ray showed metastatic lesions involv- 
ing the sternum and manubrium, and nodular me- 
tastases to lungs. 

There was no evidence of metastases to the 
pelvis or lumbosacral spine. 

She was treated with ethinyl estradiol, 2.0 mg. 
per day, forty days on and ten days off, and a low 
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Figure 3. Photographs (a, left) before and (b, right) after 4% months of ethinyl estradiol therapy showing healing of the ulceration 


over the chest and sternum. During this time also, x-rays revealed marked regression of the metastatic nodules in the lung, and pro- 


gressive sclerosis of lesions in the sternum. 


sodium diet. This was started on June 16, 1952, 
and by October 30, 1952, the ulceration over the 
chest and sternum had practically healed, repeat 
chest x-ray showed marked regression of the meta- 
static nodules to the lungs, and progressive sclerosis 
of the lesions in the sternum (Figure 3). She has 
remained completely asymptomatic, and developed 
no adverse effects from the estrogen, to date (March 
25, 1954). 

A definitive evaluation of hormonal treatment in 
the palliative management of cases with metastatic 
carcinoma of the breast has been very difficult, be- 
cause of the marked variability in the natural course 
of the disease, and in any large clinic one will occa- 
sionally see a case with spontaneous remission. 


Adrenalectomy Combined with Odphorectomy 


Bilateral adrenalectomies have had a favorable 
therapeutic effect in some cases of metastatic carci- 
noma of the breast that have relapsed after other 
forms of palliative therapy (castration, x-ray, andro- 
gens, estrogens). This could be due to the elimina- 
tion of a further source of estrogens from the 
adrenal cortex, further production of an altered 
hormonal balance other than the estrogen effect, 
or some other unknown mechanism. 

In 1952 Huggins and Dao reported a series of 
eight cases with far-advanced mammary cancer with 
improvement and satisfactory remission in four of 
the cases following bilateral adrenalectomy and 


table 4 A Protocol for Management of Patients Undergoing Bilateral Adrenalectomy 


Preoperatively Cortisone acetate 100 mg. i.m. given the night before and one hour before operation. 
During Surgery Intravenous hydrocortisone (100 mg. in 20 cc. of 50 per cent alcohol) in 500 cc. of fluid is used 
as needed for significant fall in B.P. that does not respond to usual measures for shock, including 


vasoconstrictor drugs. 


Postoperatively and Day | Cortisone acetate 50 mg. i.m. every 6 hours. 

Day ll Cortisone acetate 50 mg. i.m. or orally every 6 hours. 

Day tl Cortisone acetate 25 mg. orally every 6 hours. 

Day IV Cortisone acetate 25 mg. orally every 8 hours. 

Day V Cortisone acetate 12.5 mg. orally every 8 hours. 
DOCA (desoxycorticosterone) 2.0 mg. given i.m.* Patient weighed daily. 

Day VI and Vil Cortisone acetate continued as 12.5 mg. orally every 8 hours, and this is continued as the main- 
tenance dose. 


DOCA is increased or decreased by 0.5 mg. every 2 days, depending on the weight and blood 
pressure, until the patient is stable. 

Day Vil to XII When the patient has become stabilized, desoxycorticosterone trimethylacetate is given im. in 
the dose of 25 mg. for each mg. of daily DOCA required, and this is repeated every 21 to 30 
days. Salt tablets are given as needed as indicated by the patient's weight after the DOCA dose 


has been established. 


*DOCA is used providing there is no evidence of edema or congestive heart failure. 
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Figure 4. A large, fungating mass of metastatic breast carcinoma 
on the anterior chest wall in July, 1952, before therapy. 


ie 


Figure 5. Photograph taken in December, 1952, showing the 
response to local radiation given in August, 1952, with disap- 
pearance of the fungating mass, but persistence of a large ulcer- 
ated area which would not heal. 


Figure 6. Photograph taken in April, 1953, showing healing of 
the ulcerated lesion following bilateral adrenalectomy and obpho- 
rectomy, which was done in February, 1953. She has remained 
asymptomatic since that date. 


odphorectomy with cortisone replacement therapy. 
West, et al., reported observations on nine patients 
treated by bilateral adrenalectomy who had failed 
to respond, or had relapsed following an initial re- 
sponse to treatment by castration and steroids. Ob- 
jective evidence of improvement was observed in 
three cases, with shrinking of soft tissue lesions and 
improvement in the skeletal lesions. The improve- 
ment, though striking, was only transient. In our 
own series of thirty-one cases, there has been a 
striking improvement to complete disappearance of 
bone pain almost immediately following bilateral 
adrenalectomy and odphorectomy, which has per- 
sisted for many months in nearly every case, while 
evidence of objective improvement occurred in only 
22 per cent of the cases. 

A sample protocol for the management of pa- 
tients undergoing bilateral adrenalectomy is pre- 
sented in Table 4. 

An Illustratwe Case. M.O., UCH #204139, a 67- 
year-old white married woman, was found to have a 
carcinoma of the right breast in 1945. She treated 
this lesion with dietary measures until July, 1952, 
at which time she was seen in the Out-Patient 
Clinic for the first time. 

She had a large fungating ulcerating mass over 
the sternoclavicular regions (Figure 4), and a small- 
er ulcerating mass in the right axilla. The right 
breast was markedly contracted into a process of 
neoplastic tissue. Chest film revealed multiple pul- 
monary and mediastinal metastases. Bone survey 
revealed metastases in the spine and pelvis. 

In August, 1952, she was given radiation therapy 
to the anterior chest wall in an effort to produce 
local healing. The fungating mass disappeared leav- 
ing behind a large presternal ulceration that re- 
fused to epithelialize regardless of treatment (Fig- 
ure 5). In December, 1952, she developed cough 
and hemoptysis. 

Because of progression of lesions and symptoms, 
a one-stage bilateral adrenalectomy and odphorecto- 
my was done in February, 1953. Surgery was fol- 
lowed by cessation of cough and hemoptysis. The 
presternal ulceration began to epithelialize rapidly 
and was completely covered by April, 1953 (Fig- 
ure 6). 

In addition, there was healing of the axillary 
ulceration and some diminution of the size of the 
breast mass. Serial x-rays did not show any regres- 
sion of the pulmonary and mediastinal metastases, 
but there has been no increase in these. The patient 
continues to do well to this date, and is asymp- 
tomatic and active. 
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Figure 7. The anatomical relationship involved in an adrenosplenic shunt; whereby the spleen has been removed, and an end-to-end 


anastomosis established between the left adrenal and splenic veins. 


Medical Adrenalectomies 


At the present time, several groups are prescrib- 
ing cortisone in doses of 50 to 100 mg. orally per 
day, in an attempt to produce adrenal suppression 
(either directly or via the pituitary mechanism) 
in patients who have relapsed after sex hormone 
therapy and who are incapable of tolerating surgi- 
cal procedures. 

Data are insufficient for any conclusions to be 
drawn to date. However, preliminary reports are 
somewhat encouraging. 

The euphoria and feeling of well-being which 
are produced by the cortisone seems beneficial 
subjectively. 

While cortisone is being administered, the pa- 
tient should be on a 500 mg. sodium diet, a high 
protein diet, and 6.0 to 8.0 grams potassium 
chloride per day, unless there is kidney disease 
which would contraindicate these doses. 
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Experimental Developments 


Adrenal Shunts. During the past two years an in- 
teresting therapeutic procedure has been developed 
by Galante based upon experimental work of other 
investigators. Assuming that estrogen withdrawal 
is the crucial factor, it was hoped that by shunting 
blood from the left adrenal through the portal circu- 
lation, estrogens produced by the adrenal cortex 
would be detoxified in the liver while the adrenal 
cortical hormones would not be destroyed, thus 
obviating the necessity for cortisone and DOCA 
replacement therapy. A bilateral oéphorectomy, 
right adrenalectomy, splenectomy, and a left adreno- 
splenic shunt (adrenal vein anastomosed end-to- 
end to the splenic vein) (Figure 7), or a left spleno- 
renal shunt (Figure 8) was done. 

In four such shunting procedures, there was 
marked subjective improvement in all four cases, 
but one patient developed a thrombosis of the 
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Figure 8. The anatomical relationship present in a splenorenal 
shunt; whereby the spleen has been removed, and an end-to-end 
anastomosis established between the left renal vein and splenic 
vein, 


shunted adrenal vein and required adrenal steroid 
replacement therapy. The other three patients are 
maintained by their own adrenals. It is too early for 
conclusions concerning objective improvement. At- 
tempts to transplant an adrenal into the body of the 
spleen, for the same purpose, to shunt adrenal 
venous blood through the portal circulation, have 
been unsuccessful. 

An Illustrative Case. 1.C., UCH #209723, a 33- 


year-old white woman, underwent a left radical 


mastectomy for carcinoma in 1948. A year later, she 
developed a mass in the right breast ; biopsy proved 
it to be a benign process. In 1950 several chest wall 
recurrences over the operative site were excised and 
the wound skin-grafted. In 1951, the presence of 
cancer was demonstrated by biopsy in the right 
breast, and x-ray therapy was directed to this re- 
gion. However, because the mass in the right breast 
continued to increase rapidly, the patient was 
started on androgenic therapy without significant 
response. 

When first seen in February, 1953, the patient 
had multiple ulcerations over the left chest wall; 
the right breast was markedly indurated and fixed 
to the underlying structures as if it were a solid 
mass of carcinoma. There was a somewhat more 
discrete mass in the axillary tail of the breast (Fig- 
ure 9). A bilateral o6phorectomy and right adrenal- 
ectomy was performed on February 14, 1953. This 
was followed by an anastomosis between the left 
adrenal and splenic veins three weeks later. Follow- 
ing surgery, the ulcerations in the chest wall healed 
rapidly, and the right breast gradually became soft 
and mobile, assuming a more normal consistency. 
A biopsy obtained from the same location as the 
previous one revealed significant histologic regres- 
sion of the tumor, with marked desmoplastic reac- 
tion. At the present time the patient is free of symp- 
toms and well. 

Hypophysectomy. The most recent approach has 
been that of performing hypophysectomies for pal- 
liative management of metastatic carcinoma of the 
breast. Pearson et al., noting the reports of Olive- 
crona and Luft to the effect that hypophysectomy 
produced improvement, reported two women who 
had previously undergone odphorectomy and ad- 
renalectomy with transient improvement, who were 
then subjected to hypophysectomy. Both patients 


Figure 9. Photographs taken in February, 1953, showing superficial ulcerations and nodules over the anterior chest and abdeminal 
wall, and a mass in the right breast, before a bilateral obphorectomy, right adrenalectomy, splenectomy with an adrenosplenic shunt 
was done. Within three months after surgery, all of these ulcerations had healed, and the right breast had become soft, pliable and 


nearly normal. She has remained asymptomatic since that time. 
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obtained objective remissions as evidenced by im- 
provement of severe myelophthisic anemia, cessation 
of osteolysis, and calcification of osteolytic lesions 
in one patient. The remissions continue seven and 
three months respectively after hypophysectomy. 

The question arises whether hypophysectomy 
induces improvement simply by suppression of 
gonadal and adrenal function, or whether there is 
in addition a pituitary hormone which is important 
in maintaining growth of breast cancer. On the 
other hand this may be merely another example of 
altering the hormonal balance. 


Summary 


The palliative treatment of metastatic cancer of 
the breast has been outlined. In cases of far-ad- 
vanced primary or metastatic breast cancer, where 
surgery can no longer be used, local radiation ther- 
apy is given if possible. When this is not practical, 
hormonal therapy is the next procedure of choice. 
In premenopausal and early postmenopausal wom- 
en, castration (preferably surgical), if possible, is 
the next step, followed by androgens when the pa- 
tient relapses or does not respond to the effects of 
castration. In women five or more years past the 


menopause (spontaneous or induced) estrogens 
may be used, followed by withdrawal if relapse oc- 
curs or there is no response in three months, and 
then by adrogens. More recently other measures, 
such as bilateral adrenalectomy combined with 
bilateral oéphorectomy, “medical adrenalectomies” 
utilizing cortisone suppression of the adrenal cortex, 
and hypophysectomy, have been used on an experi- 
mental basis. 

Results following palliative therapy with x-ray 
and hormones, .even though not curative, have 
proven to be valid and practical. When the patient 
ceases to benefit from one of these agents, she may 
respond to withdrawal of the hormone or institution 
of treatment with another hormone, and by chang- 
ing from one form of therapy to another, it is often 
possible to keep the patient comfortable and pro- 
ductive for a long time. 


The authors wish to thank Professor Peter H. Forsham for 
advice and guidance in the preparation of this paper; and to 
thank the Department of Surgery under Professor H. Glenn 
Bell, and the Department of Cancer Research under Professor 
David Wood for allowing us to use material from their clinics 
as illustrative cases. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


NUMBER TWO IN A SERIES 


Briefs in Psychotherapy 


BY JOHN R. CAVANAGH, M.D 


DON'T probe. 


THERE is a strong temptation on the part of the inex- 
perienced practitioner of psychotherapy to delve 
too vigorously and sometimes unwisely into the 
unconscious processes of the patient. In some cases 
this may be helpful, but it must be borne in mind 
that it can be harmful in others. For example, in 
certain cases of latent homosexuality, it may pre- 
cipitate a severe emotional disturbance to probe too 
deeply, too quickly. Too much probing and inter- 
pretation can precipitate a psychosis in a predis- 
posed patient. Suicide is not unknown in injudi- 
ciously handled patients who are depressed. 
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In general it is a safe rule not to ask too many 
questions and not to try to interpret to the patient 
until you have the opportunity to understand his 
problems quite thoroughly. Encourage him to talk 
while you sit and listen. 


Figure 2. “Spider Fingers.” Three teen-agers in the same family. 


Figure 3. Arachnodactyly compared to a normal hand. 


Figure 1. Marfan’s syndrome. 


Arachnodactyly 


BY ROBERT J. GILSTON, M.D 


In 1896, Marfan described the syndrome which now 
bears his name. Six years later Achard contributed 
the highly descriptive term “arachnodactylia”— 
literally, “spider fingers.”” With increasing alertness 
to incomplete forms of the syndrome and _ its 
familial nature, this interesting disease complex 
appears to be less rare than it has been considered 
in the past. 

The full-blown case is startlingly characteristic 
(Figure 1). The spectre-like body which is devoid 
of subcutaneous fat, has disproportionately long 
limbs with attenuated, tapering hands and feet. 
Lacking resiliency, the ligaments are inefficient and 
permit graceless hypermobility of the joints. Tho- 
racic cage deformities accentuate the appearance of 
emaciation. The most striking external features are 
displacement of the ocular lenses and the “spider 
fingers.”” Examined with the ophthalmoscope, the 
lenses appear as refractile arcs which subtend the 
pupils. The thin, long hands and fingers have 
poorly developed musculature, little subcutaneous 
fat and toneless ligaments. The joints can be passive- 
ly hyperextended without discomfort. The meta- 
carpals and carpals are lank and slender. They are 
sometimes deformed (Figures 2 and 3). 

Of the visceral lesions, cardiovascular anomalies 
have the greatest prognostic significance. Their 
incidence is high, and increases with the age of the 
patient. The usual lesions are: septal defects of 
ventricles or auricles, deformities of the valves and 
necrosis of the media of the aorta which frequently 
eventuates in dissecting aneurysm. 

With greater awareness on the part of physicians, 
more cases which show only one or two features of 
Marfan’s syndrome will be uncovered. In the light 
of current corrective cardiovascular surgery, the 
advantages of such case-finding are obvious. 
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Cips from Other Journals 


Chronic Discoid Lupus Erythematosus 


Because of the effectiveness of quinacrine hydro- 
chloride in the treatment of chronic discoid lupus 
erythematosus, Tye and his associates attempted to 
determine if other effective antimalarial drugs, 
whose pharmacology and mode of action are en- 
tirely different from that of quinacrine hydrochlor- 
ide, would be effective in the management of this 
disease. Five patients with chronic discoid lupus 
erythematosus were treated with Daraprim for two 
or three months. There were no objective evidences 
of improvement. Twenty-six patients were treated 
with chloroquine diphosphate (Aralen). In thirteen, 
the lesions have completely cleared, while in all the 
others there was improvement. (New England J. 
Med., 251 :52, 1954.) 


Acute Appendicitis 


THE PROBLEM of acute appendicitis is by no means 
solved. Boyce notes that although the death rate of 
this disease had fallen to an all-time low of 1.7 per 
100,000 by 1952, this is still too high. It means 
roughly 217 deaths a month from this “eminently 
treatable condition.” Three factors chiefly make the 
death rate higher than it should be. These are com- 
placency, a mistaken belief that appendiceal abscess 
is innocuous, and the fact that diagnosis and treat- 
ment often are delayed because manifestations of 
appendicitis are “atypical.” 

Complacency about acute appendicitis is reflected 
in writings found in the lay press. Boyce quotes 
from a medical columnist: ‘Danger is removed in 
Appendicitis”—*Appendicitis is not the trouble 
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maker of two decades or more ago.”—‘‘Appendi- 
citis. Surgery or Antibiotics?”—‘The death rate 
from appendicitis has dropped so sharply that we 
no longer fear the disease.” An attitude of compla- 
cency is also suggested by the fact that a number of 
leading medical journals have published little or 
nothing on the subject during the past decade. 

In the opinion of Boyce, some physicians believe 
that an appendiceal abscess is relatively innocuous. 
They are “simply living in the days when the death 
rate for peritonitis was higher than the death rate 
for a localized abscess,” he writes. The mortality 
rate is closely related to the stage of the pathologic 
process, rising to high levels when there is gan- 
grene, rupture, or abscess formation. 

The “classic picture” of acute appendicitis is 
absent in 25 to 40 per cent of all cases. The “‘atypi- 
cal”’ cases show the highest proportion of gangrene, 
rupture, and abscess. Atypical manifestations are 
more frequent in childhood and in aging adults, 


Effect on mortality rate when localized tender- 


ness is not a feature of acute appendicitis. 
PER CENT OF MORTALITY 
i 


10 
26.9% 7 
NO | | 
os 


This accounts in large part for the higher mortality 
rates at these extremes of life. The influence of one 
atypical finding is exemplified in the diagram on 
page 95. (Ann. Int. Med., 40 :669, 1954.) 


Oral Cholangiography 


POST-CHOLECYSTECTOMY oral cholangiography is a 
practical, useful procedure, according to a pre- 
liminary report by Twiss and associates. Satisfac- 
tory visualization of the bile ducts was obtained in 
fifteen out of eighteen patients who had biliary tract 
symptoms after cholecystectomy and in six out of 
seven comparable symptomless patients. Among the 
patients having symptoms, the cholangiogram often 
was abnormal (dilated common bile duct, stone in 
duct, etc.). In those who were asymptomatic, none 
of the bile ducts were significantly dilated. (Am. 
J. M. Sc., 227: 372, 1954.) 


Geographic Distribution of Histoplasmosis 


A CHANCE LOOK at a soil map of the United States 
caused Zeidberg to notice the similarity in distri- 
bution of a certain type of soil and the areas of 
highest prevalence of histoplasmin sensitivity. He 
tested his impression by analyzing reports of histo- 
plasmin studies in the United States and elsewhere 
in the world. A significantly higher proportion of 
histoplasmin reactors was found wherever red-yel- 
low podzolic soils prevailed. On this basis the 
author offered a new theory to explain geographic 
variations in the prevalence of histoplasmin sensi- 
tivity. He wrote: 

"The characteristics of soil determine variations 
in the occurrence of H. capsulatum in nature. Of all 
soils, the red-yellow podzolic soils offer the best 
natural medium for the growth of H. capsulatum. 
Consequently, in areas where this soil predomi- 
nates, the prevalence of histoplasmin sensitivity may 
be expected to be higher than in other areas.” 
(Science, 119:654, 1954.) 


Transfusions for Wounds 


Massive TRANSFusIONS of whole blood were a part of 
the treatment of battle casualties during the Korean 
campaign. As much as thirty pints was sometimes 
transfused within a few hours. In a study of the 
effects of this therapy, Crosby and Howard found 
that untoward effects were remarkably rare. Al- 
though the blood was ten to twenty days old when 
used and therefore contained large amounts of 


plasma potassium and plasma hemoglobin, this was 
not a troublesome feature. 

It was found that massive transfusions were in- 
deed important for patients having wounds that 
entailed considerable tissue destruction. Such pa- 
tients rapidly developed severe anemia due to a 
hemolytic process of unidentified type. Conversely, 
with wounds that involved less tissue damage, pa- 
tients often became polycythemic after moderate 
transfusions. (Blood, 9:439, 1954.) 


Amebic Abscess of Liver 


_ ALTHOUGH NEARLY HALF of all patients with ame- 


biasis have enlargement and tenderness of the liver 
at some time during the course of the disease, the 
incidence of amebic abscess is much less. Still this 
is a difficult diagnosis to establish. For that purpose, 
Radke advocates four diagnostic criteria, as follows: 

1. Presence of the clinical syndrome of amebiasis. 

2. Demonstration of amebic intestinal lesions by 
sigmoidoscope or demonstration of ameba in 
aspirations or stool. 

3. Objective evidence of focal hepatic involvement 
(for example, elevated diaphragm, pleuropulmonary 
involvement, palpable abdominal mass, abdominal 
mass by x-ray, spontaneous rupture of liver ab- 
scess). 

4. Unequivocal response to appropriate drug 
therapy. (Ann. Int. Med., 40: 901, 1954.) 


Essential Renal Hematuria 


MacMaHon AND Larorraca have reported three 
cases of recurrent hematuria in which a careful study 
of a kidney after removal revealed a direct channel of 
communication between the pericalyceal venous 
plexus and the lumen of the calyx. This communica- 
tion was known to be the exact site of bleeding be- 
cause of the presence of a small blood clot over the 
communication. The authors stressed the import- 
ance of the venous plexus in severe bleeding from 
the kidney, not only in cases of excessive hematuria, 
but in the presence of other kidney lesions. 

Little attention has been given to the veins and 
their sinus-like tributaries because they are incon- 
spicuous in kidneys removed at operation. These 
veins are relatively large, vary greatly from one pa- 
tient to another, their tributaries course anterior and 
posterior to the pelvis in the region of the hilus of 
the kidney, and they lie extraordinarily close to the 
calyces. Sometimes they are incorporated in the 
walls of the calyces. In the three cases presented, 
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the abnormal communication was in the region of 
the minor calyces. 

In all of their cases, there was a relatively short 
period of hematuria preceding a nephrectomy, and 
perhaps because of this, there was very little inflam- 
matory reaction in the area of the bleeding. This in- 
dicates that the mere presence of an inflammatory 
reaction should not be an acceptable explanation for 
bleeding simply because nothing else is seen. 

The authors emphasized that the finding of such 
lesions in three successive kidneys showing no other 
evidence of disease does not warrant considering this 
as the only site or lesion that can be found but does 
warrant considering such a possibility in all cases. 
If there is no indication of the cause of bleeding in 
essential hematuria, nephrectomy was suggested as 
the therapy of choice, but if the lesions which the 
authors described prove to be a common finding in 
essential hematura, a more satisfactory method of 
treatment without sacrifice of the kidney may be pos- 
sible. (J. Urol., 71 :667, 1954.) 


Isoniazid Unsuitable for Neurosis 


A NUMBER of investigators have noted that when 
tuberculous patients receive isoniazid, they quickly 
develop a sense of well-being and begin to gain 
weight. This fact suggested that the drug might 
have value in the treatment of certain neurotic con- 
ditions. Silverman therefore tested this possibility 
by giving isoniazid to neurotic patients, and com- 
paring the results with those obtained by a method 
of insulin treatment known to reduce feelings of 
tension and anxiety and to promote weight gain. 

It was found that isoniazid is unsuitable as a 
substitute for modified insulin therapy in the 
treatment of neurotic states. It seems probable 
that isoniazid promotes a gain of weight and 
well-being in tuberculosis mainly by controlling the 
infection. (J. Neurol., Neurosurg. ¢ Psychiat., 
17: 145, 1954.) 


Lymphocytic Thyroiditis 


THE IMPORTANCE of biopsy in diagnosis was re- 
emphasized by Sholl and Black in their report of a 
case in which there was an unusual cause for ob- 
struction of the superior vena cava. The patient, a 
59-year-old woman, had a large, slightly irregular, 
hard, fixed goiter having a retrosternal projection. 
The character of the gland alone suggested inoper- 
able carcinoma. This impression was supported by 
the evidence of obstruction of the superior vena 
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cava (the face, neck, and upper extremities showed 
plethora, edema, dilated veins, telangiectasia) and 
obstruction of the trachea (stridor). 

Nevertheless a surgical exploration was per- 
formed, and biopsy disclosed lymphocytic thy- 
roiditis. Removal of the goiter was practicable after 
all, and the patient obtained dramatic relief from 
respiratory obstruction and from the superior vena 
caval syndrome. The relationship of the goiter to 
the great veins was diagrammed as shown in the 
illustration above, which has been reproduced from 
the original article. (Proc. Staff Meet. Mayo Clin., 
29 :259, 1954.) 


Colonic Carcinoma in Childhood 


ALTHOUGH CARCINOMA of the colon is a rare disease 
before the age of 16, Williams has reported three 
cases occurring at 12, 12, and 15 years of age, re- 
spectively. This brings the total of cases of carcinoma 
of the upper colon to approximately fifty-three in 
the literature. 

In childhood, carcinomas of the lower sigmoid 
and rectum are three times more common than those 
in the remainder of the colon. The cases reported 
by Williams occurred in the ascending colon and in 
the transverse colon. Colloid or mucinous carci- 
nomas of the colon are relatively more common in 
children, occurring in about 50 per cent of the cases. 

The author stated that the diagnosis, which is 
usually made at operation, is sometimes overlooked, 
even with repeated abdominal exploration. The 
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prognosis of these lesions has been extremely poor, 
the longest recorded survival being only four years 
postoperatively. 

In all three of the cases reported, the presenting 
symptom was severe abdominal pain requiring ex- 
ploration. In one of the cases exploration failed to 
reveal the presence of the tumor, and it was only after 
a second exploration five months later that the true 
nature of the condition became evident. Resection 
was performed in the usual way for carcinoma of the 
colon in adults, but in each instance, the child died 
of metastases within one or two years after operation. 

The McBurney incision makes exploration of the 
colon impossible, and even with larger incisions, a 
growth in the colon can sometimes be overlooked. 
The author stressed the necessity for alertness to the 
possibility of these lesions if physicians are to sus- 
pect the presence of colonic carcinoma in childhood. 
(Ann. Surg., 139:816, 1954.) 


Cardiac Wounds 


In a REPORT of 108 patients admitted to the Louis- 
ville General Hospital suffering from wounds of the 
pericardium and heart, Griswold and Drye have con- 
demned aspiration as the sole means of treatment. 
They favor open operative therapy. In support of this 
method of treatment, they cited a mortality rate of 
80.8 per cent of patients not operated upon, as com- 
pared with 24.4 per cent of patients subjected to 
operative intervention. This represents improvement 
in operability from 60 per cent in an earlier series to 
90 per cent during the past six years, with a decrease 
in total mortality from 46 per cent to 31.5 per cent. 

The most important changes to account for the 
increase in operability have been decrease in the ex- 
tent of diagnostic procedures, including roentgeno- 
grams, fluoroscopy, and venous pressure determina- 
tions, and a resulting decrease in preoperative time 
lag. During earlier years most patients were fluoro- 
scoped and had venous pressure determinations. 
During recent years routine fluoroscopy has been 
abandoned, and such studies aredone only on a pa- 
tient with a questionable diagnosis who is in good 
general condition. All critical patients are operated 
upon immediately without such studies. In spite of 
the omission of these tests no needless thoracotomies 
have been performed. 

The authors believe that exploratory operation is 
safer than aspiration because (1) the site and extent 
of cardiac injury cannot be determined without ex- 
ploration, (2) associated injuries to thoracic and even 
abdominal structures may be overlooked without ex- 


ploration, (3) intrapericardial clotting may prevent 
effective aspiration, (4) blind aspiration may be 
hazardous, (5) secondary hemorrhage or aneurysm 
may result from unsutured wounds of the heart, and 
(6) the organization of clots in the pericardial sac 
may result in constrictive pericarditis. For these 
reasons and as a result of the improved mortality 
rate in their series of cases, the authors believe that 
definitive open operative therapy is advisable in all 
except a small percentage of cases, some of whom 
will recover without therapy. Aspirations should be 
reserved for such cases or as a preoperative measure 
to tide a patient over until his chest can be opened 
and the wound treated by direct means. (Ann. Surg., 
139 :783, 1954.) 


Cryptorchidism 


IN A RECENT STUDY of the problem of cryptorchidism, 
Grove has quoted a study by Carroll who sent a 
questionnaire to members of the American Urolog- 
ical Association to study the incidence of malignancy 
in cryptorchid testes. As a result of this, Carroll 
stated that malignant testicular tumors are rare in 
themselves, malignancy in cryptorchidism is still 
more rare, and present statistics proving the higher 
incidence of malignancy in cryptorchidism cannot be 
accepted. He concluded that the incidence of malig- 
nancy in cryptorchidism is so minute that the dan- 
ger of malignancy should not be used as an indica- 
tion for either orchiopexy or orchiectomy. 

From a study of these and other statistics, Grove 
concluded that many excellent reports do not sub- 
stantiate the high incidence of malignancy in un- 
descended testes. He stated therefore that the fear 
of malignancy should not be used as a reason for 
surgical intervention. Since, to preserve the germ- 
inal-forming elements, surgery should be performed 
early, he recommended that repair of cryptorchid 
testes and their replacement into the scrotum should 
be performed before the age of 6 years. 

If one testis is in the scrotum, it signifies that 
enough hormonal stimulation for descent is present, 
and therefore the use of hormonal therapy seems 
questionable. The reason for nondescent would seem 
to be mechanical factors such as adhesions, a narrow 
canal, or some constitutional defect of the testis 
itself. 

Surgery is indicated in older individuals for an 
associated hernia or for psychological reasons. The 
question of future malignancy should not be con- 
sidered in deciding for or against surgery. 

The authors felt that the rationale for orchiopexy 
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must rest upon placement of the testis where it can 
be observed closely. Such patients should be ob- 
served for many years to determine changes which 
might suggest atrophy or malignancy. Undescended 
testes which cannot be brought down at the time of 
surgery should not be subjected to multiple stage 
operations, but should be left alone if they are in the 
groin or, if in the abdomen, should be removed. 
(J. Urol., 71:735, 1954.) 


Traumatic Subluxation of the Radial Head 


A SCREAMING YOUNG CHILD with a dangling arm re- 
quires immediate attention and, according to a re- 
port by Green and Gay, may be suffering from trau- 
matic subluxation of the radial head. The history of 
the condition is usually that of a sudden pull on the 
child’s extended arm in an effort to keep him from 
falling. Immediately following the injury, the child 
begins to scream, refuses to use the arm, and keeps 
it dangling at the side, resisting any attempts to 
move it. In all of the seven cases reported by the 
authors, the parents or a nurse were responsible for 
the injury. 

When first seen, the involved arm appears to be 
flail. Gentle attempts to examine the elbow cause the 
child to pull away. There is no swelling or discolora- 
tion at first, and finger motion could be demonstrated 
in four of the children examined. Roentgenograms 
of the arms revealed no abnormality of the bones or 
joints. 

Treatment in all cases consisted in gentle flexion 
of the elbow to 90°, application of mild pressure over 
the radial head with the thumb, and gentle rotation 
of the forearm. As the forearm is supinated, a click 
is felt in the region of the radial head. No anesthesia 
was required in the cases presented. As soon as the 
elbow click was palpated, there was a spectacular 
change from a crying child to a peaceful one who was 
willing to use the arm almost immediately in a 
normal manner. 

This condition is due to stretching of the annular 
ligament, allowing some fibers of the ligament to slip 
between the head of the radius and the capitellum 
of the humerus. The diagnosis is made by the pres- 
ence of pain on motion of the elbow joint and the 
rapid relief of pain on reduction by manipulation. 
(J. Bone & Joint Surg., 36A:655. 1954. 


Cancer in Chronic Ulcerative Colitis 


THAT CANCER is a constant threat in chronic ulcera- 
tive colitis has been demonstrated by Hurt who re- 
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ported two cases of carcinoma in eighteen surgically 
treated patients with chronic ulcerative colitis. 

These patients, 47 and 56 years of age respectively, 
suffered from chronic ulcerative colitis for an aver- 
age of 13.5 years. They had experienced numerous 
acute exacerbations since onset, had noticed a 
change in their symptoms consisting in rectal full- 
ness, frequent stools containing blood and mucus, 
and occasional constipation. They showed evidence 
of malignancy on sigmoidoscopic tissue biopsies. 
Both had associated adenomatous polyps. The tu- 
mors in both cases were of a high grade of malig- 
nancy. 

As a result of this study the authors recommend 
that the physician be on the look-out for complica- 
tions including obstruction, perforation, perirectal 
abscess, polyposis, and malignant degeneration as 
soon as the diagnosis of chronic ulcerative colitis has 
been confirmed. The symptoms suggesting malig- 
nancy are unusual bleeding, prolonged local pain, 
change in number of stools, and weight loss. (Ann. 
Surg., 139: 838, 1954.) 


Tests for Liver Metastases 


Ir HAS BEEN ESTIMATED that approximately 36 per 
cent of all cancers will metastasize to the liver and 
50 per cent of portal cancers will invade this organ. 
In the individual case of a patient known to have a 
malignant neoplasm, there are obvious advantages 
to possession of knowledge as to whether or not the 
disease has spread to the liver. Shay and Siplet be- 
lieve that this fact often can be ascertained by 
proper use of liver function tests. 

These authors point out that, in the absence of 
hyperbilirubinemia, an elevated alkaline phospha- 
tase value strongly suggests liver metastases in a 
patient who is to have or who has had a resection of 
a primary cancer. This impression is enhanced when 
the bromsulfalein test is also positive. In their ex- 
perience, “false negative” results are quite unusual. 
If there are “positive” results that seem improbable, 
serial repetitions of the tests and use of the floccula- 
tion tests are helpful. The flocculation tests are 
rarely affected by liver metastases alone. (J. Lab. & 
Clin. Med., 43: 741, 1954.) 


Cervical Disk Syndrome 


MarTIN AND CorsiN evaluated the results of conser- 
vative treatment in sixty-one patients having cervi- 
cal disk syndrome. All patients had radicular type 
pain, and a diagnosis of probable protruded cervical 


disk had been made by a neurologist and neuro- 
surgeon. 

Conservative treatment included heat and mas- 
sage for the purpose of modifying pain, tenderness, 
and muscle spasm. Cervical traction was applied 
with an overhead Sayre head sling with a spring 
scale so mounted as to indicate directly the pound- 
age of vertical traction. The traction was applied 
for one to three minutes twice daily with the patient 
in a relaxed seated position (average pull, 60 
pounds). 

More than two-thirds of the patients had definite 
prompt improvement—often dramatic. These pa- 
tients later continued the conservative measures at 
home. None of them ever required surgical treat- 
ment, although a few have had recurrence of symp- 
toms that were again relieved by conservative treat- 
ment. Considering late as well as immediate results 
of conservative treatment. only about one patient in 
five is not benefited, and may therefore require 
surgical treatment. (Proc. Staff Meet. Mayo Clin., 
29: 324. 1954.) 


An Evaluation of Diamox 


THE DIURETIC EFFECT of Diamox, a potent carbonic 
anhydrase inhibitor, was evaluated in twenty-six 
patients with severe congestive heart failure by 
Relman, Leaf, and Schwartz. It made little difference 
whether the drug was given in one dose or in multi- 
ple doses daily. Generally, the diuretic effect was 
disappointing in patients of this type. Half of the 
group failed to lose weight, twelve patients lost 
only 2 to 6 pounds over an average period of seven 
days, one patient lost 11 pounds in nine days and 
became edema free. 

Two advantages of Diamox were noted. Some pa- 
tients who had become refractory to mercurial 
diuretics before Diamox was given, afterward lost 
their refractoriness to mercurials. Also, the authors 
stated that Diamox seems peculiarly well adapted 
to the treatment of patients having heart failure due 
to chronic cor pulmonale. (New England J. Med., 
250: 800, 1954.) 


Erythromycin in Pneumonia 


WappinTon, Marte, Kirpy administered ery- 
thromycin to seventy-five adult patients with bac- 
terial pneumonia. On the basis of clinical appear- 
ance of the patient, subsidence of fever, decrease in 
sputum production, and clearing of physical and 
x-ray signs of pneumonia, the response to therapy 


was considered good in 84 per cent of the cases. 
Eighty per cent had normal temperatures within 
ninety-six hours after therapy was begun. Eleven 
had complications of pneumonia (delayed resolu- 
tion in five cases, sterile effusion in four, and a 
superinfection in one). There were no cases of 
empyema. Two patients who initially showed im- 
provement later died of unrelated causes. 

Although erythromycin cannot be said to be 
superior to penicillin and other antibiotics from a 
therapeutic standpoint, it possesses certain features 
which make it a desirable agent for the treatment 
of bacterial pneumonias. Its chief advantages are 
that it is well absorbed when administered by the 
oral route, it causes few side reactions, and super- 
infections due to staphylococci are unlikely to 
occur. (Arch. Int. Med., 93: 556, 1954.) 


Phenylbutazone for Hodgkin's Disease 


THE RESULTS of phenylbutazone therapy on thirty- 
five patients with Hodgkin’s Disease were studied 
by Rottino, Joffe, and Hoffmann. They found the 
drug to be effective in the control of pain and fever, 
in the improvement of appetite, and in the promo- 
tion of well being and lessening of fatigue. In some 
patients it caused temporary relief of pruritus. In 
several, there was temporary regression of enlarged 
lymph nodes while under therapy. 

This improvement noted in patients with Hodg- 
kin’s Disease represented the action on symptoms 
and not specifically on the disease itself. This pro- 
gresses despite medication. No agranulocytosis or 
demonstrable liver damage resulted from the medi- 
cation. None of the patients who already had ane- 
mia, leukopenia, or thrombocytopenia had an in- 
tensification of these manifestations under therapy. 
As a matter of fact in some patients these abnor- 
malities showed improvement. (Arch. Int. Med., 
93:561, 1954.) 


Irreversible Shock 


FINE HAS DEMONSTRATED that irreversibility of 
traumatic shock may be due to bacterial action, even 
when infection appears to be absent or of little 
consequence. The failure of body defenses against 
bacteria at this time seems related to loss of the 
power of the liver to synthesize proteins that are 
indispensable to the control of infections. 

The therapeutic implications of Fine’s experi- 
ments are uncertain. It would seem logical to ad- 
minister a diffusible broad-spectrum antibiotic in 
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all cases of severe shock. However, the author warns 
that the benefit to be expected from such therapy 
“will depend, as in any infection, not only on the 
susceptibility of the offending bacteria to the anti- 
biotic employed but also on the amount of toxin 
that has been released before the delivery of an 
adequate concentration of the appropriate anti- 
biotic to the sites of bacterial action and finally on 
the extent to which the normal antibacterial de- 
fenses have been impaired.” (New England J. 
Med., 250: 889, 1954.) 


Aortic Grafts 


DeBakey AnD Coo tty have reported on the use of 
aortic homografts in forty-seven cases of acquired 
diseases of the aorta, with a mortality rate of 19 
per cent. These acquired diseases were aneurysms 
of the abdominal aorta and thrombo-obliterative 
disease of the aorta (Lériche syndrome). 

Although saccular aneurysms can be repaired by 
tangential excision with lateral aortorrhaphy and 
resection of the involved segment of the aorta, this 
procedure is largely applicable to syphilitic lesions. 
Arteriosclerotic lesions which made up the majority 
of the thirty aneurysm cases are often fusiform and 
can best be repaired by resection and the implan- 
tation of a preserved homograft. 

In the twenty-six abdominal and four thoracic 
aortic aneurysms resected and repaired by the use 
of homografts, all but five patients were over 60 
years of age, the oldest patient being 79. Few con- 
traindications were found to resection, and of the 
twenty-seven consecutive cases of abdominal aortic 
aneurysms, twenty-six were subjected to resection. 
There were seven deaths in the abdominal aneurysm 
resections and one in the thoracic aneurysm 
resection. 

The major contraindication to operation was felt 
to be severe impairment of cardiac and renal 
function which is unresponsive to appropriate sup- 
portive measures. 

Thrombo-obliterative disease of the aorta devel- 
ops on the basis of arteriosclerotic changes with 
calcification, atheromatosis, and ulceration of the 
intima leading to thrombus formation and occlusion 
of the lumen. This usually begins in the iliac 
arteries near the bifurcation and progresses up- 
ward as high as and occasionally even above the 
origin of the renal arteries. If the renal arteries are 
involved, the authors recommended mobilization 
of the aorta above the renal arteries to permit ap- 
plication of an occluding clamp at this level. The 
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aorta is then transected several centimeters below 
the renal arteries and the partially organized throm- 
bus peeled away from its mural attachment to this 
proximal aortic segment. The thrombus is also re- 
moved distal to the site of resection in the iliac or 
femoral arteries. 

In the seventeen cases in which resection and 
implantation of a graft were performed for thrombo- 
obliterative disease, most patients were in the fourth 
and fifth decades of life. There was only one death 
in the seventeen patients. The authors reported 
not only the return of pedal pulsations but a strik- 
ing improvement in the general condition of the 
patients. They stated that although their experi- 
ence has been relatively small, they felt that these 
early gratifying results indicate that this method of 
treatment provides an effective approach to the 
problem of aortic obliterative disease. (Ann. Surg., 
139:763, 1954.) 


Massive Gastrointestinal Hemorrhage 


GRAY AND HIS CO-WORKERS have presented the re- 
sults of follow-up studies on forty-eight patients 
operated upon at the Mayo Clinic for gastroin- 
testinal hemorrhage of undetermined origin. Twen- 
ty-eight patients underwent operation but no defi- 
nite procedure on the gastrointestinal tract was 
performed. Of these, 63 per cent experienced re- 
currence of massive hemorrhage within five years. 
The remaining twenty patients were subjected to 
partial gastrectomy after sources of bleeding in the 
bowel had been excluded as carefully as possible. 
Of these, only 11 per cent experienced recurrence 
of massive hemorrhage within five years. Persons 
under the age of 40 who have experienced one or 
more massive gastrointestinal hemorrhages are more 
likely than older persons to bleed subsequent to 
operation unless a partial gastrectomy is per- 
formed. 

Of the twenty individuals subjected to partial 
gastrectomy, a definite lesion from which the 
hemorrhage may have originated was demonstrated 
in eight. In the remaining twelve, varying degrees 
of chronic gastritis were noted, but in none of these 
was it possible to incriminate a specific area as the 
site of hemorrhage. Lesions which may have caused 
the hemorrhage in the eight cases included small 
active gastric ulcers, duodenal ulcer, chronic 
gastritis, and a healed gastric ulcer. 

Although this series of cases is small, the authors 
felt it reasonable to conclude that when the sur- 
geon is unable to determine the source of massive 


gastrointestinal hemorrhage at the time of opera- 
tion, he is justified in performing a partial gas- 
trectomy, but only after a careful search of the 
stomach, duodenum, small and large intestine has 
been unrewarding. (Ann. Surg., 139:816, 1954.) 


Visceral Epilepsy 


Mutper, anp Bamey studied one hundred 
patients who had paroxysmal visceral symptoms 
occurring either as an aura to an epileptic attack 
or as the attack itself. The diagnosis of a convulsive 
disorder was verified by observation of an induced 
or spontaneous attack, or on the basis of electro- 
encephalographic findings, or from evidence in the 
history. 

Eighty-three patients had evidence of a focal 
cerebral lesion that served as a source of abnormal 
electric discharge and appeared to be the cause of 
the attacks. These focal lesions were found either 
by electroencephalography or at surgical explora- 
tion. General convulsions were reported by fifty 
patients in this series. Paroxysmal psychopatho- 
logic phenomena associated with visceral disturb- 
ances were described by forty-six patients. These 
included hallucinations, automatisms, illusions, and 
disturbances of mood and perception. 

Gastrointestinal, cardiorespiratory, and genito- 
urinary visceral symptoms were observed as epilep- 
tic attacks. Among the gastrointestinal symptoms, 
nausea and abdominal discomfort were the most 
frequently encountered. Respiratory symptoms 
were infrequent and consisted of hyperventilation 
and thoracic distress, while cardiac symptoms were 
noted rather frequently. Palpitation and substernal 
“pressure” or “strange feeling” were the common- 
est cardiac complaints. Vasomotor phenomena, 
consisting of blanching or flushing, were frequently 
noted by those who observed the patients during 
an attack. Only five patients described symptoms 
suggesting involvement of the genitourinary sys- 
tem. Although urinary incontinence is a frequent 
component of the generalized seizure, more rarely 
it occurred paroxysmally as a major manifestation 
of a minor seizure. 

The bizarre nature of the visceral complaints 
frequently led to a diagnosis of psychiatric disease 
or rarely to a diagnosis of localized visceral disease. 
The authors feel that visceral epilepsy is a form of 
focal epilepsy that can be recognized by the par- 
oxysmal occurrence of the symptoms, their lack of 
relation to visceral pathologic changes and the 
association of other symptoms and findings sug- 


gestive of cerebral disease. (Arch. Int. Med., 93:48}, 
1954.) 


Nitrogen Mustard in Systemic Lupus 


Dusols USED nitrogen mustard therapy on twenty 
patients with active acute and subacute systemic 
lupus erythematosus who were getting progressive- 
ly worse despite cortisone treatment. In very 
edematous patients with the nephrotic syndrome 
of lupus nephropathy, the results were good, with 
diuresis appearing within three to fourteen days 
after administration of the drug. These patients 
had been resistant to mercurials. Among the rel- 
atively dry nephrotic patients, there was improve- 
ment in their renal and over-all status while re- 


’ ceiving nitrogen mustards. Two patients with hy- 


pertension and nephropathy and no edema were 
not benefited. Hypertension was unaffected. None 
of seven patients without evidence of renal damage 
were benefited. 

Triethylene melamine (TEM) was administered 
to five patients. Agranulocytosis occurred in one 
case and fatal aplastic anemia in another despite 
the usual precautions employed in giving this drug. 
Because of its unpredictable behavior, the author 
felt that TEM was too toxic for use in lupus ery- 
thematosus. There were no significant toxic effects 
following the use of intravenously administered 
mustard. (Arch. Int. Med., 93:667, 1954.) 


Amyloidosis 


AccorDING to Jackson the difference between pri- 
mary and secondary amyloidosis is quantitative 
rather than qualitative. It is customary to classify 
amyloidosis as (1) primary amyloidosis (etiology 
unknown) ; (2) secondary amyloidosis in which the 
disease is an end result of other chronic diseases 
such as ulcerative colitis, tuberculosis, bronchiec- 
tasis osteomyelitis, or cancer; and (3) amyloidosis 
following multiple myeloma. 

One of the main differences usually noted be- 
tween primary amyloidosis and secondary amyloi- 
dosis is the distribution of the organs usually af- 
fected. In primary amyloidosis the organs usually 
involved are the myocardium and the skeletal mus- 
cles. Other organs such as the spleen, liver, ad- 
renals, and kidneys, which are usually affected in 
secondary amyloidosis, are also involved in primary 
amyloidosis but to a minor degree. In secondary 
amyloidosis, the heart is involved much more fre- 
quently than was originally thought. 
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The author reports two cases of amyloidosis as- 
sociated with rheumatoid arthritis and one case as- 
sociated with rheumatic fever. He postulates that in 
these rheumatic diseases there is an imbalance of 
the albumin-globulin ratio which causes precipita- 
tion of a circulating protein, its deposition into the 
sensitized collagen tissue with ultimate transforma- 
tion into amyloid. Therefore, amyloidosis is classi- 
fied not as a separate entity, but as a manifestation 
of the hypersensitivity state. On this basis cortico- 
tropin and cortisone are suggested for the manage- 
ment of amyloidosis. (Arch. Int. Med., 93:494, 1954.) 


Erythromycin in Diphtheria 


AccorDING to Blute, erythromycin was effective in 
clearing diphtheria organisms from the throat in 
three patients with acute pharyngeal diphtheria 
and in one diphtheria carrier. Within twenty-four 
hours the throat cultures were negative, and re- 
peated cultures failed to grow C. diphtheriae In 
addition erythromycin appeared to be a valuable 
adjunct though not a substitute for antitoxin in 
acute diphtheria. Although penicillin eliminates 
the bacteria from the throat in three or four days, 
there is no observable difference in the clinical 
course in acute cases treated with antitoxin and 
penicillin and in those treated with antitoxin alone. 


(New England J. Med., 251:70, 1954.) 


Acute Lung Abscess 


GirTeNs AND Minty report their experience in the 
medical management of thirty-seven patients hav- 
ing acute lung abscess. In most cases penicillin was 
just as effective as chlortetracycline or oxytetra- 
cycline. In a few cases in which improvement ap- 
peared delayed under penicillin therapy, the use of 
the tetracycline drugs provided a cure, with chlor- 
tetracycline and oxytetracycline equally effective. 
Although the administration of the tetracycline 
by the oral route is of distinct advantage when com- 
pared to the parenteral administration of penicillin, 
this must be weighed against the greater cost and 
the possible danger of emergence of pathogenic 
yeasts. Disturbances of normal body flora must also 
be taken into account when prolonged administra- 
tion is contemplated. Vitamin K deficiency, which 
may follow destruction of the intestinal flora by 
chlortetracycline and oxytetracycline, may cause 
bleeding from abscess cavities which are prone to 
bleed even in the absence of vitamin K deficiency. 
For this reason the authors believe that it is wisest 
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to reserve drugs of the tetracycline series for un- 
usually stubborn cases in which cultures show that 
the causative organisms are resistant to penicillin 
or when penicillin has been given a fair trial and 
has failed to produce an adequate response. (Am. 
Rev. Tuberc., 69:673, 1954.) 


Meningitis Treated with Neo-Penil 


Because Ngo-Penu may be administered intramus- 
cularly and produces high concentrations of peni- 
cillin in the spinal fluid, it seems that this anti- 
biotic might be valuable in the treatment of bacterial 
meningitis, according to Smith and Davis. They 
treated two cases of bacterial meningitis using Neo- 
Penil and Gantrisin. In both of these cases excep- 
tionally high spinal fluid levels of penicillin were 
obtained. 

The results were excellent and suggest that Neo- 
Penil may prove to be a useful therapeutic adjunct 
in the treatment of bacterial meningitis. (Arch. Int. 
Med., 93 :629, 1954.) 


Nonparalytic Poliomyelitis 


SHAw AND Levin have presented data that indicate 
that nonparalytic poliomyelitis is much less com- 
mon than is usually supposed. They made it clear 
that their studies were not concerned with cases of 
subclinical and inapparent poliomyelitis infection, 
but were concerned only with disease having symp- 
toms and signs recognizable as poliomyelitis. On 
this basis, in 798 consecutive hospital admissions 
for acute poliomyelitis, only 31 cases (3.9 per cent) 
were nonparalytic, and all of these were among 281 
preparalytic admissions. 

This low incidence of nonparalytic poliomyelitis 
seemed to be explained by the fact that all patients 
were examined with utmost care for the slightest 
muscular weakness. This examination was made 
after acute symptoms of the disease had subsided, 
and was carried out according to the plan shown in 
Shaw’s pictorial essay that appeared in GP for 
September, 1954. 

Shaw and Levin were interested principally in 
finding mild degrees of muscle weakness, their 
thought being that proper treatment of such mild 
deficiencies may prevent late disability and de- 
formity. They emphasized that, whether or not 
they are right about the rarity of nonparalytic 
poliomyelitis, if muscle weakness is regarded as 
probable, treatment will improve. (J. Pediatrics, 
44: 237, 1954.) 
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Iuformation Please 


Readers are encouraged to submit inquiries to GP. These will be answered by authorities in the appropriate fields of therapy and diagnosis. 


Treatment of Myxedema 


Q. A 58-year-old woman has had a coronary occlusion. She is 
also moderately myxedematous. Should her myxedema be 
treated or should it be allowed to persist? 


A. Myxedema may accelerate the development of 
coronary arteriosclerosis and thus increase the 
likelihood of myocardial infarction. On the other 
hand, controlled hypothyroidism has proved bene- 
ficial in some cases of persistent angina pectoris or 
congestive heart failure. 

If the diagnosis of myxedema in this patient is 
confirmed by ["*! or protein bound iodine studies, it 
would be advisable to begin small doses of desic- 
cated thyroid (gr. 1/10) four or five weeks after 
recovery from the myocardial infarction. Dosage 
should be increased every two to three weeks by 
small increments until a euthyroid state is reached. 
If angina pectoris supervenes, it may be helpful to 
keep the patient moderately hypothyroid with a 
suboptimal dose of thyroid. 


Migration of Ovum 


Q. What effect would be likely on conception with a Fallopian 
tube removed on one side and an ovary on the other? 


A. Generally an ovum in a tube arises in the 
ovary of the corresponding side. However, there are 
exceptions. In some animals with bicornate uteri, 
it frequently happens that whereas all the embryos 
are in one horn, all the corpora lutea from which the 
ova came are in the ovary of the opposite side. This 
is known as migration of the ovum. This phenom- 
enon also occurs in women and may be of two types. 
If the ovum escapes from one ovary, traverses the 


pelvic cavity, and enters the tube on the opposite 
side, this is known as external migration of the ovum. 
If on the other hand the ovum leaves one ovary, 
passes through the Fallopian tube on its side, 
crosses the fundus of the uterus, and gains access to 
the opposite tube, this is known as internal migra- 
tion of the ovum. External migration is not uncom- 
mon as proved by tubal pregnancy with the corpus 
luteum on the opposite side. Internal migration, 
however, is rare. 


Remissions of Diabetes 


Q. A 49-year-old white maie has diabetes mellitus as proved 
by glucose tolerance tests. He usually takes 40 to 60 units of 
NPH insulin daily. At times his diabetes will disappear spon- 
taneously for as long as four months. He will then run a normal 
blood sugar, have no urine sugar, and eat a completely unre- 
stricted diet. Past history shows three attacks of coronary 
occlusion with infarction. Please explain these remissions of 
diabetes. 


A. More data are needed to evaluate this situa- 
tion properly. If, as is implied in the question, this 
is a patient who requires 60 units of insulin daily to 
prevent glycosuria, who may have intervals of four 
months where no insulin is administered and nor- 
mal blood sugars are obtained, this is a unique case. 
The known factors which might produce such a 
situation can be enumerated as follows (but clinical 
examples as typified by the question are yet to be 
reported): (1) Functioning tumors of chromaffin 
tissue (pheochromocytoma) may cause intermittent 
glycosuria and hyperglycemia which might aggra- 
vate an underlying mild diabetes. (2) Hyperthy- 
roidism which is a cyclic disease may do the same 
thing. (3) Depression of anterior pituitary function, 
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such as infarction or suppression by exogenous hor- 
mone, may influence underlying diabetes. It would 
be unusual for this to be a cyclic phenomenon, how- 
ever. (4) The presence of renal failure is character- 
ized by marked variations in the insulin require- 
ment. (5) Sodium intake will also influence the in- 
sulin requirement, low sodium intakes increasing 
insulin need. It has been suggested that very high 
sodium intakes may be accompanied by marked 
clinical remissions of diabetes. 

The further possibility that change in sensitivity 
to the brand of insulin employed might be a factor 
should be investigated. 


Cortisone for Shock 


Q. Is cortisone of value in the treatment of shock generally 
speaking, or in an individual who had previously been an 
alcoholic and who at autopsy was found to have adrenal cor- 
tical degenerative changes as well as a perforated duodenal 
ulcer? 


A. In answer to question 1, ACTH and cortisone 
have apparently been helpful in shock. Patients 
receiving these drugs seem to present a better clini- 
cal condition, especially with regard to appetite, 
mental state, urine flow, and blood pressure stabili- 
zation. These drugs should be considered as ad- 
juncts to the general picture of shock treatment and 
not as panaceas. Cortisone has been especially use- 
ful in shock resulting from severe burns, owing to 
the fact that these patients generally suffer altera- 
tions of the adrenal cortices. 


In answer to question 2, it appears that the indi- 


vidual suffering from cortical degenerative changes, 
and also from alcoholism, would be an excellent 
subject to whom cortisone could be given, but only 
after the perforated duodenal ulcer had been suc- 
cessfully treated. Besides, one should bear in mind 
the fact that the ulcer diathesis is not corrected by 
surgical treatment of the perforation, and that 
cortisone or ACTH, unless used sparingly, is likely 
to produce exacerbation of the ulcer symptoms. 


Negative Papanicolaou Test 


Q. How valuable is a negative Papanicolaou test in ruling out 
carcinoma of the fundus in a woman bleeding in the post- 
menopause period? 


A. The accuracy of the “Pap” smear, as far as 
its ability to pick up adenocarcinoma of the endo- 
metrium, varies considerably with the technique 
employed to take the smear. 

When a smear of the vaginal debris is taken with 
a pipette or swab, there seems to be a good chance 
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that approximately 50 per cent of the endometrial 
carcinoma present may be missed by such a smear. 
If the pipette is employed to suck out debris direct- 
ly from the cervical canal or a swab is employed 
to wipe any discharge from the cervical canal or the 
Ayre spatula is employed to smear the drop of 
discharge found at the external os before bimanual 
examination—70 to 75 per cent of adenocarcinoma 
of the endometrium will be detected by such 
methods. 

If an endometrial biopsy curette is employed to 
obtain tissue or discharge from the uterine cavity, 
which is smeared on the slide and stained by the 
**Pap” method, or a suction cannula is employed to 
obtain such material directly from the endometrial 
surface, or a sound is moved around in the uterine 
cavity and any resulting discharge is smeared, the 
*‘Pap” smear can be expected to pick up 90 to 95 
per cent of endometrial carcinoma. 


Treatment of Seborrheic Dermatitis 


Q. Is there a satisfactory treatment or anything that will help 
seborrheic dermatitis? 


a. Seborrheic dermatitis is a term which has been 
bandied around rather frequently, because many 
dermatologists believe it manifests itself in a variety 
of ways. The most common form of seborrheic der- 
matitis is that involving the face, over the sternum, 
and the interscapular area. There are patients who 
develop a dermatitis in the axillae, under the breasts, 
and in the groin, to which the term seborrheic 
dermatitis is applied, although in this particular 
type of dermatosis the term seems inappropriate. 

People who have seborrheic dermatitis are of a 
seborrheic type. In other words, they have been 
born with a seborrheic skin, which of course stays 
with them all of their lives but may become aggra- 
vated with exacerbations of the dermatitis under 
various conditions. Seborrheic dermatitis may be 
aggravated by debility, infections, or general sys- 
temic disease. Secondly, seborrheic dermatitis may 
be aggravated considerably by superimposed sec- 
ondary infections. 

A number of organisms have been described as 
the cause of seborrheic dermatitis, and it may be 
that some of them are the main factor, but they alone 
do not explain the entire problem. 

It is not possible, of course, to change the quality 
of a patient’s skin. Accordingly, it is not possible 
to make a seborrheic individual nonseborrheic. It is 
possible, however, to keep down the degree of 
secondary infection and to keep the condition at a 


— 


minimum. Starting from above, as it were, frequent 
shampoos are essential in a patient with seborrheic 
dermatitis, and the hair should be washed at least 
twice a week. Any good soap may be used, and if the 
patient prefers, a scalp lotion such as the following 
may be used before the shampoo: 


Hydrarg. Chior. Corr. 0.25 
Euresol (procapillis) 

Ol. Ricini ca 8.00 
Spts. Formicari 30.00 
Alcohol 95% qs. ad. 250.00 


Frequent washing of the face with soap and water, 
frequent removal of cosmetics, outdoor exercise, 
sun tanning, and a wholesome general diet are all 
factors in improving seborrheic dermatitis. Locally, 
however, applications in the main consist of sulfur 
in various strengths, as a rule not to exceed 5 per 
cent, and salicylic acid in 2 or 3 per cent strength. 
These may be incorporated in an alcohol rather than 
a grease. 

For the individuals with extensive seborrheic 
types of lesions involving the axillae, under the 
breasts, and so forth, potassium permanganate soaks 
or a weak silver nitrate solution or aluminum sub- 
acetate in 0.5 per cent strength, work well, and in 
turn these may be followed by the use of the mild 
antibiotics or sulfur and salicylic acid preparations. 

It is not possible to cure seborrheic dermatitis, 
but it is possible to help the patients who have it. 


Diagnosis of Respiratory Infections 


Q. Can we please have a table of the differential diagnosis 
of bacterial and viral upper respiratory infections so that we 
may decide which to treat with antibiotics and which to treat 
symptomatically. 


A. Publication of a “table” hardly does justice 
to this good question. A scientific article, ‘Acute 
Upper Respiratory Infections” by William S. Jor- 
dan, Jr., M.D. and John H. Dingle, M.D., appear- 
ing in this issue on page 49, does do justice. 


Waterhouse-Friderichsen Syndrome 


Q. Is cortisone of value in the treatment of the Waterhouse- 
Friderichsen syndrome? 


A. It is impossible to answer this question with 
certainty. Although a few patients with true Water- 
house-Friderichsen syndrome recover with the use 
of sulfonamides and/or penicillin plus adrenal- 
cortical extracts, unfortunately most of them still 
die. Consequently, in addition to the antibacterial 


agents, it is the practice of most hospitals where 
large numbers of infectious disease cases are seen to 
give patients with this syndrome full doses of several 
adrenal substances, such as desoxycorticosterone, 
cortisone, and whole adrenal extract. 


Choice of Digitalis Preparations 


Q. Several of our internist colleagues have stopped using puri- 
fied glucosides and gone back to digitalis leaf. Is this just 
prejudice or is there a good reason for this change? 

a. It is a common claim made by internists and 
cardiologists that the whole leaf of digitalis seems to 
produce the desired effects in patients when the 
purified glucosides sometimes fail. This is based 
primarily upon clinical experience, and because of 
this experience, it is advisable that when one is 
having difficulty with obtaining full digitalization 
and beneficial effects from the purified glucosides, 
one should switch to the digitalis whole leaf if it is 
at all possible. The reason for the clinical experience 
is not clear, but seems to be frequent enough to 
make it advisable to try the whole leaf. 

Many internists and cardiologists still feel that 
the whole leaf is the preparation of choice when 
oral digitalization is possible. 


Puberal Gynecomastia in Males 


Q. What is the preferred treatment of unilateral gynecomastia 
in an adolescent male? 


A. Puberal gynecomastia develops in about 50 
per cent of normal adolescent males when mascu- 
linization is well under way. 

As with other types of gynecomastia, it may be 
unilateral at onset and remain asymmetrical. This 
is a self-limited process usually lasting one to three 
years, and hormonal therapy is neither indicated 
nor helpful. 

The presence of gynecomastia may cause con- 
siderable emotional trauma to an adolescent boy, 
and if reassurance does not solve the emotional 
problem, it is wise to surgically remove the sub- 
areolar tissue leaving the nipple intact. Of course, 
other causes of gynecomastia should be ruled out. 


Mumps Vaccine 
Q. Please advise where mumps vaccine may be procured. 


A. Mumps vaccine can be obtained from the 
Lederle or the Lilly Laboratories. 

Hyperimmune gamma globulin (mumps) can be 
obtained from the Cutter Laboratories. 
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Business and Economics 


Medical Education —Then and Now 


BY R. B. ROBINS, M.D. 


Wuen I wen to college, a third of a century ago, I 
had one definite objective—to prepare myself to 
enter medical school and become a physician. I had 
in mind, therefore, the taking of scientific courses 
bearing directly upon the study of medicine. 

If I were entering college today, I’d do it differ- 
ently. My opinions about education have changed. 

It’s my feeling now that the only legitimate ob- 
jective of any college education is to prepare the in- 
dividual for life—not for any specific vocation or 
profession. It’s my feeling today that if the individu- 
al prepares himself to meet the challenges life 
brings, the matter of making a living will take care of 
itself automatically. Whether the student is pre- 
med, pre-law, pre-engineering, or whatever, he 
should go to college primarily to get a general edu- 
cation that will furnish him with critical under- 
standing of the major areas of human knowledge. 
He will then have a solid foundation for the special- 
ized education to come later. 

The world has shrunk a lot since I went to col- 
lege. It’s become a world alarmed over clash of com- 
peting economic systems and hostile ideologies. De- 
cisions of our nation are often decisive, not only for 
our own future, but for survival of free society the 
world over. Fear has become the dominant theme of 
our civilization. People have always known fear, of 
course, but of a limited nature. In early history, 
primitive peoples feared extinction by famine, pesti- 
lence or massacre. But the whole world wasn’t 
involved. 

It’s different now. Today the whole world fears 
annihilation because the literal extinction of the 
human race seems to have become a possibility. 
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Here in America we feel a keen sense of responsi- 
bility to prevent such disaster. 

In our democracy, the cherished right and re- 
sponsibility of decision resides Nor in the state, but 
in each individual as an intelligent citizen. So, in 
the final analysis, it is up to the average American to 
make intelligent decisions. For this reason, society 
needs education. We must develop the capacity to 
think for ourselves. We must have a proper sense of 
basic values, as well as the initiative and moral 
stamina to back them. 


Is Our Thinking Done for Us? 
The big questions of this day are: Are we being 


trained to think for ourselves? Are our schools and 
colleges training people these days to think for 
themselves? Some of today’s tendencies in educa- 


“Increased emphasis on scientific training to the exclusion of the 
liberal arts and the humanities, tends to inhibit intellectual initi- 
ative. .. . The scientist must be concerned with more than science.” 
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“A vary great problem in education is the matter of identifying 
students who should enter upon a medical career. Not all those 
who indicate a preference for medicine have the necessary quali- 
fications and aptitudes.” 


tion, for example, increased emphasis on scientific 
training to the exclusion of the liberal arts and the 
humanities, tend, in my opinion, to inhibit intellec- 
tual initiative. It has become noticeable that the 
widespread use of public relations technics and ad- 
vertising in public life lull millions of minds into a 
sort of hypnosis or anesthetized torpor. 

One can observe daily the influence of the press 
as it stresses a particular point of view. Today, for 
example, it’s unusual to hear anyone praise Soviet 
Russia. Yet, ten years ago, this same Soviet Russia 
was our gallant ally, and to criticize the Kremlin at 
that point in history was to run the risk of being 
termed a pro-Hitler Nazi. Communists were work- 
ing then for world revolution just as they are now, 
but we didn’t seem to realize it. 

Our Social Security program also illustrates the 
point. It obviously assumes that people are individ- 
ually too improvident or too incapable to protect 
themselves against old age. The state, therefore, 
takes over this responsibility. It must be admitted 
by even its partisans that this program runs con- 
trary to development of self-reliance. Each social 
group seems to want more and more government 
protection. Manufacturers want tariffs ; farmers want 
price supports; labor unions want guaranteed 
wages; universities want federal aid. 

Medical schools and other professional schools 
should support universities in their efforts to 
strengthen programs of liberal education and to 
urge pre-professional students to grasp every op- 


portunity to obtain a broad, general education. We 
are beginning to realize that vocational training can- 
not replace liberal education if our free society is to 
survive. Students must not take the utilitarian view 
of every lesson that they learn. 


Colleges Must Be Discriminating 


Colleges bear a heavy responsibility to students, 
to medical schools, and to society in general in the 
proper selection of medical students; for a very 
great problem is the matter of identifying students 
who should enter upon a medical career. Not all 
those who indicate a preference for medicine have 
the necessary qualifications and aptitudes. It is 
highly important that the student have an intrinsic 
interest in medical science, and a strong desire to 
serve humanity; but, at the same time, it is unfor- 
tunate for the student to become so immersed in the 
subjects which he thinks will enhance his candidacy 
for admission to medical school that he spares little 
or no time for the more broadly cultural courses 
that would enlarge and deepen his knowledge of 
man and his institutions. Science is amoral; it af- 
fects merely the material conditions of our existence. 

Not long ago, one of our great scientists, Dr. 
Vannevar Bush, stated: ‘The mastery science gives 
of energy and of material things may send our race 
careening to its doom unless we gain the wisdom 
and sanity to control our course . . . To build this 
wisdom into the hearts of men is the great task of 
liberal education.” Dr. Bush held that man was on 
the road back to the jungle unless he changed his 
ways. “Gadgets and machines are getting better,” 
he said repeatedly, ‘“‘while man is getting worse and 
worse.”” His comments are impressive in today’s 
disturbed world. 

Medicine is a science, it is true; but the scientist 
must be concerned with more than science, for 
science cannot live by and of itself alone. It must be 
reassessed in terms of all the values that give 
meaning to human life. The medical student must 
be aware always that science has this proper relative 
place. 

Medical school administrators should want their 
students to be more than potential doctors. They 
should want them to be potentially cultured doc- 
tors, socially informed and socially responsible in- 
dividuals, rather than merely skilled technicians 
and knowledgeable scientists. Every medical prob- 
lem has its psychologic and sociologic component 
as well as its biologic component. Medicine is a 
social as well as a physical science. To be fully ef- 
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fective, therefore, the physician must be education- 
ally equipped to meet the social and emotional 
needs of his patient, of the patient’s family, and of 
the community. This must be recognized in formu- 
lating educational objectives. For my part, I believe 
strongly in a full four-year liberal arts education at 
the college level before the student embarks on his 
medical course. 

Attainment of this broad liberal education is 
made more difficult by deficiency in the art of com- 
munication. Unfortunately, this deficiency exists 
more often than is generally realized. The student 
who develops a love for good literature and a facility 
for expressing himself well in the English language 
is indeed fortunate. Acquisition of the ability to 
read rapidly and with comprehension, to speak 
clearly, yet with economy, and to write correctly 
and lucidly is very important. It is possible that 
Freshman English is the most important course in 
the college curriculum and should be taught by the 
most competent teachers available. 

Requirement of a foreign language as a prerequi- 
site for entrance to medical school can be traced back 
to the days when most medical research was done in 
Germany and France, and most scientific writing 
was in those languages. That is no longer true, with 
English translations now always available. In my 
opinion, therefore, foreign language requirements 
are not necessary for the medical student. The 
time might be better spent in additional work in 
English and in literature. 


Faculty-Student Rapport Important 


Medical school classes should be small enough to 
permit faculty to become individually acquainted 
with their students. Close teacher-student relation- 
ship is essential to high quality medical education. 
Too much emphasis in the selection of faculty mem- 
bers is often placed upon interest and ability in re- 
search rather than upon ability as a teacher. This 
trend toward primary emphasis on research, with 
secondary emphasis upon teaching ability, is not 
good. Research is important, but medical schools 
exist to teach future doctors, and this fact must not 
be forgotten in selection of faculty. 

It is often observed that professional care of pa- 
tients in hospitals is so fragmentized among various 
specialists that the patient is referred to as a “case” 
or a “disease.”” The student must be taught that 
patients, not diseases, are the subject matter of 
medicine. It is just as important to treat the patient 
who has the disease as it is to treat the disease the 
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“tt is highly important that the student have an intrinsic interest in 
medical science and a strong desire to serve humanity. . . . The 
physician must be educationally equipped to meet the social and 
emotional needs of his patient, the patient's family, and the 
community.” 


patient has. Hence, the modern emphasis on psy- 
chosomatic medicine. 

Many medical schools in this country have now 
adopted the preceptorship program for their senior 
students. It has been used in Arkansas as well as 
in other states for the past several years with favor- 
able results. 

Here is the pattern of my own experience with 
this program: 

I receive a senior medical student every eight 
weeks. He gets his room, board and laundry at the 
local hospital. In the mornings he assists me and 
other doctors with our hospital work. In the after- 
noons, following a definite schedule, he accompan- 
ies a different doctor each day of the week for work 
in the doctor’s office and on house calls. He is re- 
quested to study the doctor’s cases, under the doc- 
tor’s supervision. 

In addition, the physicians see that the student 
is taken along to participate in such community 
activities as church and civic club meetings, cham- 
ber of commerce functions, and other community 
activities. In this total picture, the student gets a 
real orientation to all facets of medical practice from 
a practical standpoint. 

It is possible that preceptorships and clinical 
clerkship programs have encroached upon the in- 
ternship program to the point that the internship 
may have decreased somewhat in value to the pro- 
spective physician. 
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“Close teacher-student relationship is essential to high quality 
medical education. Too much emphasis in the selection of faculty 
members is often placed upon interest and ability in research 
rather than upon ability as a teacher.” 


Residency Programs on Increase 


Residency programs have been expanding rapid- 
ly in this country, the number of residencies having 
doubled in the past ten years. It is true that interns 
and residents are frequently exploited. Private phy- 
sicians can care for larger numbers of patients be- 
cause of internship and residency programs. Young 
men with low incomes have been subjected to long 
periods of training and regimentation, and very lit- 
tle consideration has been given to their need for 
some substantial financial support during these long 
lean years. As one effort to ameliorate this situation, 
legislation has been introduced in the present Con- 
gress authorizing regular staff pay for residents 
training in Veterans Administration hospitals. This 
would mean that residents in such hospitals would 
be paid salaries ranging from $500 to $700 a month. 
This seems a wise move in view of the fact that recent 
studies reveal the cost of a medical degree to aver- 
age $2,500 a year, for a grand total of $10,000. Ac- 
cording to this same survey, about one-third of med- 
ical students are in debt on graduation day to the 
tune of around $3,500. 

The field of medicine offers both graduate and 
postgraduate education. Graduate education is de- 
signed for entrance into a specific field of medicine 
—a specialty. Postgraduate education is intended 
to keep the physician abreast of the times so that 
there will be no lag between what is known and 
what is applied. At the present time there are only 


three strictly postgraduate schools in this country. 

Postgraduate training may occur in five different 
areas, as follows: 

1. Reading. 

2. Postgraduate courses. Brief surveys, running 
from two or three days to a week are most popular. 

3. Professional contacts, through consultations, 
hospital conferences, visits with detail men, etc. 

4. Hospital staff meetings. 

5. Medical society meetings. 

Object of all these is to keep the physician up to 
the moment, intellectually and technically. Medical 
school faculties must carry 80 per cent of the load in 
such postgraduate instruction. There is expense 
allied to this effort, but doctors are usually willing 
to pick up the check by paying adequate tuition. 

At our local hospital doctors who find difficulty in 
keeping up with the 400-odd medical journals pub- 
lished in the English language meet around the cof- 
fee table each Friday after lunch for an hour of 
listening to a tape recording called Audio-Digest 
which contains gists of current medical literature. 
We hold such sessions every week for general prac- 
tice, once every two weeks in three special fields— 
surgery, internal medicine, obstetrics and gynecol- 
ogy. (Audio Digest was described in GP’s March, 
1954, issue.) 


Varied Postgraduate Diet Needed 


Because of today’s rapid scientific advances, there 
is great need for medical schools to design post- 
graduate courses of varying lengths. The American 
Academy of General Practice has pioneered in in- 
creasing demand for short postgraduate courses 
through its membership requirement of 150 hours 
of postgraduate training every three years. 

Medical school administrators must take such 
course demands into consideration in planning cur- 
ricula, for such courses place extra work load and 
responsibility on faculties. Medical schools today 
cannot bid their student farewell at graduation 
time. They must continue their interest in him in 
order to help supply his continuing educational 
needs. Only in this way can competent medical care 
for all our citizens be assured. 


This article, by Dr. R. B. Robins of Camden, Arkansas, was 
originally presented as a paper before the annual banquet of 
the Birmingham, Alabama, Clinical Club. GP is happy to 
reprint here this cogent presentation of an educational philos- 
ophy by a former president of the American Academy of General 
Practice.—PuBLISHER 
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Medicine’s Challenge—and Reply 


BY HOLLAND T. JACKSON, M.D. 


Tue AMERICAN PUBLIC has been led to believe there 
is something basically wrong in the house of Ameri- 
can medicine. That this is so can hardly be denied 
in face of the overwhelming amount of unfavorable 
publicity with which the profession has been bom- 
barded in recent months—publicity which has 
found, unfortunately, favorable reception in the 
eyes of people convinced that they are somehow 
being victimized by the profession they have always 
revered most—a profession now developed and re- 
fined to the point that it can do more about curing 
human ailments than at any other time in the 
world’s history. 

This uneasy feeling that something is awry among 
men to whom they must entrust their very lives is 
reflected increasingly in scare headlines in the 
nation’s press, in television and radio, in the con- 
versation of people gathered in groups. The man in 
white, formerly a pillar of strength, of wisdom, often 
of human salvation, becomes distorted into an ogre 
bent on connivance and intrigue, dedicated to 
fleecing the happiness and security of the physically 
ill. The doctor is no longer equated with God as a 
selfless, dedicated human, devoted to the construc- 
tive well-being of his fellow man. He becomes the 
very Opposite. It is time for the doctor to stop and 
take stock of his situation. 

In an earlier day, when the family doctors of the 
country felt it was time to stop and do something, 
they founded the American Academy of General 
Practice, an organization that has taken immense 
strides, in the relatively few years of its existence, 
toward improving the position and contribution to 
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American life of the nonspecialist physician. Here, 
today, is our second challenge—to define and clarify 
our position vis-a-vis the public, our patients, and 
vis-a-vis the medical specialists, our colleagues. 
American medicine is truly at a crossroads. It is 
vital that the right path be chosen—not blindly, 
instinctively, but thoughtfully, rationally, wisely. 
The patient, too, is confused and at a crossroads. 
Should he consult a general practitioner or a 
specialist? It becomes for him a sometimes baffling 
and insoluble problem. If relationships between the 
two branches of medicine were clear and clean-cut, 
his confusion could be dissipated. But general man 
and specialist blur in his mind. He doesn’t know 
with certainty exactly what they stand for, or where 
they differ. His confusion compounds as he ob- 
serves them argue publicly over the proper bound- 
aries and limitations of their respective disciplines. 


Patients Are Bewildered 


The over-all ratio of specialists to general practi- 
tioners shows 40 per cent specialists to 60 per cent 
general men within the ranks of American medicine. 
However, the general practitioner can be qualified 
to care for 85 per cent of human ills, as over against 
15 per cent that must be referred to men who have 
devoted their lives to particular and painstaking 
emphasis on one organ or one area of the human 
body. But the basic issues facing American medicine 
are not so simple and clear-cut, and the patient 
remains bewildered, confused and worried. Angry, 
too, oftentimes, at the profession that takes his 
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money but won’t make things clear and simple in 
his mind. 

We are accustomed, in these times, to say that 
confusion arises from a lack of understanding. That 
is as true in medicine’s present difficulties as it is in 
political and economic areas. If there were clear 
understanding among all doctors, and if that under- 
standing were conveyed to the public, the patient’s 
confusion would disappear and the old, warm, 
confident doctor-patient relationship would return. 
But because there is no such understanding, the 
patient feels that he is a hapless victim, caught in a 
tug of war between specialist and general practi- 
tioner, both selfishly vying for his body and his 
bank account. That this should happen at a time 
when there is something wrong with him, when he 
is longing for attention and interest in his ills, only 
increases his dismay, frustration, and disappoint- 
ment. He wonders why he must be the innocent 
sacrifice in a primeval struggle for survival of the 
fittest among medicine’s various branches. He hears 
medicine’s problems often dismissed as problems 
merely of maldistribution of medical personnel 
throughout the country. But he somehow senses 
that that explanation isn’t quite good enough. And 
it isn’t. The first solution must come within the 
profession itself, in clear definition and acceptance 
of terms by the specialists and the general practi- 
tioners themselves. The patient now reflects their 
confusion and lack of understanding. But he can, 
in future, just as readily reflect a new bond of unity 
once it is forged. 

Difficulty within the profession arises early, back 
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LACK OF UNDERSTANDING 


in the medical schools, sometimes. In part, at least, 
it’s because medical students themselves become 
confused, sometimes sense that the specialist is in 
some vague way “superior.” As a result, students 
have turned to the specialties, and many communi- 
ties have become top-heavy with specialists, have 
more of them than one area can afford to support. 
Where this is true, the specialists become truly 
engaged in a battle for survival, pathologically alert 
to anyone who may be infringing on their bailiwick. 
This has been particularly true of surgeons, for 
example, who, as their numbers have increased, and 
there has been struggle for survival within their 
ranks, have felt increasingly that many general 
practitioners have encroached upon their special 
domain. 

If, now, the rights of each sector of medicine 
might be outlined, defined and accepted, why 
could we not see again a happy, united family of 
medicine, completely coordinated in its only 
legitimate goal—the patient’s welfare ? 


Care Should Be Directly at Hand 


If it is agreed that a properly trained general 
practitioner can care for 85 per cent of the patient’s 
ills, then that patient can find adequate treatment 
for most of his ailments close to his home, wherever 
he may live, and at a cost well within his budget. For 
the 15 per cent of his illnesses that the family doctor 
is not equipped to handle, he can be transported to 
a medical center where highly skilled specialists can 
take over. But he will not be shifted from specialist 
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to specialist in an often futile effort for accurate 
diagnosis, nor will he be forced to shop among doc- 
tors for proper treatment. Such a solution implies, 
of course, that all segments of medicine work to- 
gether as a team, rather than as selfish individuals 
with proprietary claims upon the patient. Such 
teamwork could result, it is not too much to hope, 
in a doctor-patient pattern founded upon proper 
distribution of medical personnel, both within the 
profession itself, and geographically, throughout 
all areas of the country, with well-balanced medical 
teams functioning effectively at lowered cost to the 
patient. 

With the economic axe buried between doctors, 
the satisfied patient might profit from the skill and 
attention of a happy and well-trained family doctor, 
a happy and well-trained corps of specialists when 
needed, and medicine’s house might truly be in 
order. Referral of patients would then be done as it 
should be done—on a basis of mutual cooperation, 
and because it is in the patient’s best interest; not 
because there will be any sort of fee division between 
the doctors involved. The patient is sent to the 
specialist only because he needs a specialist’s serv- 
ices, and his general physician wants to give him the 
best—not because any thought of present or future 
fee lurks in the back of the doctor’s mind. Where 
human lives and happiness are at stake, thoughts of 
material gain cannot be permitted to cloud the 
real issue. If this is the point at which we general 
practitioners have been weak, then this is the point 
at which we should make valiant effort to improve 
ourselves. Criticism can be met, in the final analysis, 
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only by self-improvement. Everyone knows it’s hu- 
man nature to love those who love us. If we have 
been at odds with any segment of the medical pro- 
fession, now is the time to extend the hand of 
friendship and cooperation, so that we can move 
forward together with constructive plans for the 
patient’s welfare. 

If the medical schools are to turn out general men 
and specialists in the proper ratio, with general men 
competent to care for 85 per cent of ailments in the 
home environment or in the local hospital, and 
specialists taking over for the 15 per cent of more 
complicated conditions in a variety of clinics and 
specialized medical centers, what does this mean for 
medical education where the training will be done? 
The implications are enormous. But a consideration 
of them at this time, when medical curricula are 
under intensive study and scrutiny with an eye 
toward revision and reorganization, is pertinent. 

The education of the general practitioner must 
encompass, as always, premedical training, medical 
education, and subsequent hospital training. We 
would be reluctant to add to the duration of such 
training, even though we see the value of three 
years of specialized hospital training at the end. 
Certainly the best thinking of those engaged in 
medica! education must be brought to bear here. 


Sound Premedical Training Vital 


The importance of basic premedical training must 
first of all be stressed and re-emphasized. The edu- 
cational base should be broadened and strength- 
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ened, for if the general doctor is to treat the whole 
man, in his total social situation, that doctor must, 
first of all, be a whole man himself, not a narrow 
channel of scientific dogma, technique and know- 
how. If the doctor is to be humanitarian—and that 
is the adjective the patient likes first of all to asso- 
ciate with him—he must be grounded in the hu- 
manities. He must know about man, about all the 
forces that have produced this complex, confused, 
lovable, well-intentioned psychogenic personality 
that lays his troubles before us. History, philosophy, 
economics, poetry, art—all, to some extent, should 
be part of the physician’s armamentaria. And they 
must be secured in the premedical years if they are 
to be had at all. This portion of medical education 
must be broadened and stressed, and it may be here 
that medicine can become a selective process, for the 
scientist who lacks curiosity and interest in the 
various facets that compose a human being belongs 
in the research laboratory, not in the consulting 
room, and he should be directed there. 

With then, new and enlarged horizons in pre- 
medical training, the student can proceed to his 
formal medical education with its emphasis on 
science. This part of his work may be streamlined, 
even shortened in future. That is for the educational 
experts to determine. But, at its end, the general 
practitioner will emerge best trained if he has three 
years of hospital training, the first devoted to a 
general rotating internship; the second to medicine 
and its subspecialties; the third to surgery and its 
subspecialties. 

The second year of this—medicine and its sub- 
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specialties—should be divided between pediatrics 
and internal medicine, the latter encompassing the 
cardiac emergencies and diagnostic procedures— 
all the things for which quick diagnosis is important 
and must be taught. 

The third year, devoted to surgery and its sub- 
specialties, must train the general man to care for 
any sort of surgery he may be expected to do in a 
geographic area where the surgical specialist is not 
readily available. This would certainly include ob- 
stetrics and all its moderate complications, use of 
forceps, the handling of posterior position in de- 
livery; care of simple fractures; tonsillectomies ; ap- 
pendectomies ; emergency colostomies; care of gun- 
shot wounds; herniotomies; possibly hemorrhoi- 
dectomies; routine corrective pelvic surgery. The 
general man must be taught to know his way around 
the abdomen, else he will be lost when emergencies 
arise. It may be necessary for him to delete some 
things from his course of training in order to con- 
centrate on those procedures he will have to be 
prepared to do. Such things as thyroidectomies; 
cholecystectomies ; special stomach and large bowel 
resections, etc., can be left for the surgical specialist 
to handle. Other than that, the training outlined is 
needed if the general physician is to meet public 
need. If necessary, he should forego many proce- 
dures now done by general practitioners. With this 
training, the general man can fit into standardized 
hospital staffs any place in the country, into large 
city practice, and into private practice in small 
communities, towns, and city suburbs. From this 
ability to practice medicine any place that he wants 
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to settle, instead of selecting a spot simply because 
he can’t be approved somewhere else, should stem 
better distribution of medical personnel and facili- 
ties, a factor which should give medicine as a whole 
an improved esprit de corps. 


General Man Should Define Own Limits 


The general physician must recognize that he 
cannot be all things to all people. No man can. But 
by thus defining his limits, he can make a tremen- 
dous contribution to his own and his patients’ wel- 
fare, and to the world of medicine. He will be secure 
in the knowledge that he cannot be accused of 
treading on anyone’s toes, and this in itself will 
enable medicine to forget its internal bickering and 
to pursue its forward march for the betterment of 
mankind. 

Such a projected program must, of course, have 
first of all the criticisms and recommendations of 
medical school deans and faculties, and must be 
amended according to their thinking and judgment. 
But it is timely that such contemplated revisions be 
projected now, at a period when all phases of medi- 
cal education and training are being re-evaluated. 
These ideas are put forward in an attempt to pro- 
duce a successful working formula. They are not 
ironclad, or fixed in any sense. Our firmest convic- 
tion is that the general practitioner, in many cases, 
suffers from lack of rounded education, and that 
this puts him at a disadvantage in understanding 
and treating his fellow humans. The specialist may 
suffer the same lack of rounded education, but it 
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affects him less in his practice, where he is con- 
cerned with treatment of an organ or an ailment, 
not necessarily with the total personality in its 
total environment. 

What is at stake here is the development of a new 
man of medicine. If he can be achieved, all doctors 
will have the same level of medical education, and 
it will be high. There must be no suggestion of in- 
ferior or second-rate training for this new man of 
medicine. His training for his subspecialty in sur- 
gery must be second to none, on complete parity 
with that taught to the surgical specialist, though it 
will not be so extensive or concentrated as his. 
There are, after all, just two ways to do any surgery, 
even an appendectomy—the right way and the 
wrong way. Only the right way must be taught—no 
other. When all training and all practice of medi- 
cine are so standardized, medical care should be 
available to everyone at reasonable cost. 

The ideal of standardization extends to hospitals, 
both in staff and equipment. In new hospital expan- 
sion programs, hospitals are being built near trade 
centers and close to big medical centers. If the pub- 
lic knows exactly what the doctor is going to do in 
the hospital, hospitals can be planned and built to 
suit exact needs, and then can be duplicated all over 
the country in hospitals of comparable size. Unnec- 
essary equipment need not be: planned for or 
bought—gastric resection equipment, for example, 
in a hospital in an area where all such cases are sent 
to larger centers. Such standardization can reduce 
both original cost and maintenance costs. 

With medical education standardized, and hos- 
pitals standardized, doctors within hospitals will 
become standardized. They will use identical in- 
struments because they will be taught with them; 
there will be no floundering about with unfamiliar 
equipment. A doctor trained thus can fit well, in 
his usual role, even into the large city hospital. He 
will always do certain specific procedures and these 
will be known. Rooms can be set up for those spe- 
cific procedures, even nurses trained specifically to 
assist with them. 

Indeed, patients can be accepted as hospital pa- 
tients on a standardized basis. Those to undergo 
relatively simple procedures need not be put to the 
expense of traveling to a large city for them—an- 
other savings in time and money. 

Even blood banks might in time become standard- 
ized and centralized, for proper scientific reasons 
and for protection of patients. This could do away 
with present argument over who is to control them. 

Finally, standardization might be extended to 
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hospital administrative staffs, so that they could be 
trained to fit in anywhere. 


Preceptorship Offers Important Training 


The preceptorship program, now being used so 
advantageously in many medical schools to acquaint 
the medical student with the problems and advan- 
tages of general practice, contributes importantly, 
and will continue to contribute to the total educa- 
tional pattern. The medical student, in his junior or 
senior year, should be sent out into the field to 
work for a period of a few weeks with a man inter- 
ested both in medicine and mankind, so that the 
student can become acquainted on the ground with 
the realities of general practice versus specialties, 
and so that he can, for the first time, know patients 
as total individuals against a background of their 
life situation. The value of the preceptorship, as a 
living link between the medical school and medical 
practice, lies primarily in the value of the preceptor 
himself—as a teacher, and as a wise and friendly 
counselor. To this end, the preceptor should want 
always to continue his own study, to keep abreast 
of latest developments in the world of medicine and 
pedagogy, to be always a step ahead of the young 
man coming to him fresh from the educational 
world, armed with new ideas and new weapons 
which will reveal the preceptor either as a wide- 
awake, informed, intelligent practitioner of good 
medicine, or as a slow-moving, backward-looking 
pill pusher, too easily satisfied with the status quo. 

If such measures can be fostered, the answers to 
many of medicine’s most troublesome problems 
may be found. Confusion in the patient, discord 
within the medical profession—both can be dissi- 
pated as a general practitioner emerges who will be, 
not the old horse and buggy doctor of yesteryear, 
but this new man of medicine, functionally defined 
according to what he can really do in medicine; 
properly trained by a carefully thought out and 
thorough educational process; properly recognized 
by both the public and his professional colleagues, 
with whom he lives and works in an atmosphere of 
mutual respect and esteem; properly publicized 
through a sustained and dignified public relations 
program emphasizing his life of service to the public. 
With education, hospitals and doctors standardized, 
and with medical costs lowered for the consumer, 
American medicine may well enter upon an era of 
unprecedented peace and progress. 

It may be felt this plan makes no provision for 
overlapping of doctors’ functions. But that is not 


viewed as a serious problem. Much presently exist- 
ing overlapping causes no friction—as for example, 
between the general surgeon and the gynecologist: 
or between the general surgeon and the otolaryn- 
gologist. The surgeon voluntarily leaves much for 
these two specialists. The neurologist and the or- 
thopedist don’t quarrel over intervertebral discs. 
Although the neurologist once looked upon them as 
his own problem, he no longer hesitates to call in an 
orthopedist for a spinal fusion. Doctors often permit 
disease entities to determine such decisions. They 
no longer reject each other out of hand. And many 
medical situations that look like breeding grounds 
for conflict settle themselves according to laws of 
supply and demand, or other economic laws. 


Patient’s Welfare Must Be Goal 


What doctors must remember, primarily and 
always, is that once the patient is better off, the 
doctors themselves will be better off—materially, 
spiritually, in every way. Plans suggested here are 
not rigid or unyielding. They are open to all sorts 
of discussion and change among interested parties. 
When the new man of medicine is created, the rec- 
ord of his own experiences will bring about changes 
in practice and attitudes. Situations are better met 
on the basis of actual experience. 

This is indeed a period of great challenge to 
American medicine. Only high purpose and serious 
effort can produce answers and solutions to the 
problems that beset us. But the greatest failure of all 
would be to fail to try for solutions to them. Amer- 
ican medicine has met challenges before and has 
emerged victorious and renewed, the acknowledged 
leader of the world’s health efforts. It will not fail 
now. 

The family doctor cannot be expected to hold the 
whole line against the common enemy, socialized 
medicine. But, allied with medical educators, medi- 
cal colleagues, and community leaders, he can so 
improve medicine’s social status that the hue and 
cry for socialized medicine will find no followers. 
This should be the natural corollary of an improved 
approach to the problems of medical education, 
and of the functional definition of the general phy- 
sician whose hospital privileges are defined by his 
training. 

The challenge and responsibility is especially 
great for those of us fifteen to twenty years out in 
practice. Our own continuing education must help 
us keep abreast of the times. We have observed the 
march of medical events and perhaps we should be 
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referred to as the grandfathers of an attempt to meet 
a current and threatening situation. America has 
always been great precisely because she has been 
able to match new events with new approaches. She 
has met the times. Let us who are concerned about 
American medicine in general, and about general 
practice in particular, now coordinate a plan of 
attack and pick a specific date on which this plan 
will become effective for future members of the 
American Academy of General Practice. it is 
through such practical application of new efforts 
that standards will be raised. 

A natural corollary may well be that the very 
highest type of young man will be stimulated to go 
into the study of medicine. The rewards of a life- 
time in medicine are rich—far richer in nonma- 
terial than in material benefits. To reap such re- 
wards, and to restore proper respect and admiration 
for men of medicine who dedicate their lives to the 
service of their fellowman, we need to train boys of 
the highest moral integrity, who are also good stu- 
dents of science, and who can fit into their com- 
munities as do other progressive citizens. Let us 
hope that the trend we sometimes see today, of a 
doctor father discouraging his son from going into 
medicine, can be stopped. 

To achieve prestige, and to deserve it, the new 
man of medicine must fill as perfectly as possible the 
role that the public envisions for him. If he fails to 
fulfill the stereotype the public sets for him, he will 
lose patients, and he will also fail to receive the ade- 
quate financial return that he sees as his just due for 
his lengthy and arduous period of training. It is no 
longer realistic to say that a physician is not inter- 
ested in politics, in economics, in education, church 
and community life in general. He cannot live 
above or beyond them, he is part of them, his life in- 


extricably interwoven with the lives of those he lives 
among and serves. He cannot shirk civic responsi- 
bilities. He must be seen and heard as a responsible 
citizen of his community. The reward will be found 
within himself, in the respect accorded him in his 
community, and in his medical practice. 

This midpoint of the twentieth century has been 
a time for reassessment and re-evaluation in many 
phases of American life. It is fitting, too, that Amer- 
ican medicine should study its problems, put its 
house in order, pave the way for a bright and happy 
future. Historians tell us that all western civiliza- 
tion and culture stand now at a moment of crisis and 
must be defended against those who would destroy 
them to advance other concepts. Medicine is a very 
vital part of western civilization and culture, per- 
haps the apex of the centuries of scientific and 
technical development that have stamped us and 
our way of life as unique. 

But medicine is more than science and technique. 
It embodies, as well, all the love and brotherly spirit 
that symbolize a Christian way of life and a humani- 
tarian, humanistic outlook. If the proper study of 
man is man, as one of the founders of western civili- 
zation has said, then the practitioner of the healing 
arts stands in the forefront of all that we seek to pre- 
serve. The best defense is attack. Let us defend our 
profession, with all its rich and wonderful heritage 
from past centuries, by attacking our present prob- 
lems with courage and vigor, and with a practical 
program in hand. Let us never fear change if it can 
be change for the better, if it can help us master our 
problems. Caught in a tide of swift-moving events, 


it will be only through enlightened action that we | 


can prove ourselves worthy of our profession, of 
those who have preceded us in it, and of those who 
will follow in our footsteps. 
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A Medical School 
Department of General Practice 


BY ROBERT A. DAVISON, M.D. 


Director, Department of General Practice 
University of Tennessee College of Medicine 


The Family Care Program 


In SEPTEMBER OF 1951 the Faculty Council of the 
University of Tennessee College of Medicine ap- 
proved the addition to the curriculum of a teaching 
general practice clinic during the last two quarters 
of the senior year. Purpose of this addition was to 
orient the students to problems and methods of pa- 
tient care more typical of those encountered by the 
general practitioner. This clinic has undergone va- 
rious changes since its inception, in an attempt to 
imitate more closely the office management of pa- 
tients as followed by a general practitioner. The 
clinic is designed to simulate office practice and to 
give the student opportunity to manage patients 
with varying complaints, to correlate his specialty 


Prospective family care groups and other medical problems 
are discussed informally with a staff member. 


information and apply it to a wide variety of dis- 
eases, to use in a diagnostic and therapeutic manner 
various medical instrumentalities available in the 
clinic-office, and to probe the obvious and hidden 
causes for patients seeking medical aid. 

A realistic personal and humanistic attempt is 
made to evaluate the patient as an individual, sub- 
ject to the pressures of social, environmental and 
emotional influences and to measure the part these 
play in his illness. A more detailed account of this 
clinic and its functions was presented in GP for 
September, 1954. 

The teaching objective—the total medical care of 
the patient and his family—was not being fully met 
by the general practice clinic, it was felt, so in 
May, 1952, a family care program was added in 
order to more realistically complete the student’s 
experience in the family physician type of total 
care. It was felt this total medical care objective 
would be best taught by giving the student an op- 
portunity to see, live and practice family medicine. 
Several schools have established extra-mural pre- 
ceptorship programs to accomplish this training. 
We have attempted to accomplish the same objec- 
tives by the more intramural family care program 
pattern and have been equally enthusiastic with the 
results from the very beginning. 


General Physicians Should Teach 


There are two basic concepts upon which the suc- 
cess of this program is contingent. Before discuss- 
ing further the details of organization and function, 
perhaps it is well to include a word regarding these 
concepts. The utilization of general practitioners for 
student teaching within the medical school is new 
and might well be considered an experiment in 
medical education. The general practitioner is 
traditionally and realistically the family physician 
and by virtue of this mode of practice seems more 
qualified than any other type of practitioner to 
supervise and orient students in this area. His ex- 
perience and approach to family medical problems 
are characteristically different from those of most 
specialists and therefore should offer a broadening 
of the student’s perspective of patient management. 

And, second, but closely integrated to the above, 
is the desire to give the student opportunity to 
associate intimately with general practitioners from 
whom he may gain knowledge of the problems and 
advantages of family medical practice. To imple- 
ment these concepts, actively practicing general 
practitioners from the surrounding community 
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have been brought into the medical school for clinic 
teaching and family care supervision. 

The student is assigned to the family care pro- 
gram during his eighth quarter (junior year) as a 
required part of his medical curriculum. He assumes 
the complete medical care of one or more families 
for a period of more than one year. He functions in 
every respect as that family’s private physician and 
keeps a complete record of services rendered. 
Families chosen for this “intramural preceptor- 
ship” program are carefully selected from those 
eligible for clinic and hospital service in the Mem- 
phis city hospitals. They are carefully evaluated by 
the department’s medical social service worker in 
relation to family size, residential proximity to the 
medical center, active or potential medical prob- 
lems, ability and desire to take part in the program 
and potential teaching value. An effort is made to 
select families of three generations. In this manner 
the student has opportunity for experience in home 
and office pediatric and geriatric medical care. 
Families with members having chronic disease and 
those with cases of early pregnancy are particularly 
desirable. 

Many of the students select two or more families, 
in their eagerness to have a well rounded and active 
“practice.” The medical social service worker keeps 
a roster for the students of all available families. 
With her help the students go over the roster and 
select suitable families conveniently located. Many 


‘of these families have been added to the roster by 


students through contact with patients in the vari- 
ous clinics. The teaching potentialities of these 
families are discussed with a member of the staff, 
after which the student personally calls on the 
family and evaluates his interest in them and their 
interest in him and the program. At no time does 
the student pose as other than a student-doctor 
available for all the family’s medical problems, a 
student-doctor acting as intermediator for hospitals 
and staff services when needed. 


Student Assumes Basic Family Care 


It is the student’s responsibility to remain avail- 
able to the family at all times. He must see that the 
family has his home phone number through which 
members may contact him in the evening or on 
week-ends, During the times that the student is en- 
gaged in conferences, classes or clinics, the secre- 
tary of the Department of General Practice func- 
tions as the student-doctor’s telephone exchange. 
She receives the patient’s call and posts a notice on 
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Family requests for home calls are conveniently posted for the 


Checking the bag before making a home call is the responsibility | 
| 
student-physician. | 
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the outcall service family care bulletin board where 
it is picked up by the student during the day. If the 
call seems urgent, the patient is told to come to the 
emergency room and is seen there immediately by 
the staff or the student. If the student is absent from 
the city during a weekend, it is his responsibility to 
see that another student takes over the care of his 
family and that the family and staff are so notified. 

One of the inherent values of a family care pro- 
gram lies in its demands on the student to assume 
active responsibility for the medical care of his pa- 
tients. We have seen that the professional responsi- 
bility demanded of the student by his family readily 
transforms much of his training from that of read- 
ing, listening and watching to doing, experiencing, 
professionally maturing. 

Treatments initiated by the students are first 
checked by a member of the staff and, if indicated or 
desired, the student is accompanied on his house 
calls by a staff member. 

A completely equipped medical bag with basic 
diagnostic and therapeutic materiel is available at 
all times in the general practice clinic and in the 
emergency room for use of the student on house 
calls. Many of the students have equipped their own 
bags for this service. The students’ personal bags 
are checked by the staff to see that they contain the 
necessary diagnostic instruments, after which they 
are supplied with various drugs. 

It is through this home call service that the stu- 
dent is given opportunity to apply what he has 
already learned. His knowledge of the family, its 
environment, the dispositions and behavior pat- 
terns of the children, the cleanliness of the house- 
hold as well as the heating, plumbing and other 
facilities consciously become a part of his evaluation 
of the preventive and curative health environment 


The informal family care conference is an excellent medium 
for student-staff discussions of general medical problems. 


of the family. Through his association with the 
family over a period of a year he observes the effect 
of chronic illness on the patient and other members 
of the family. He also has the opportunity of watch- 
ing the growth and. development of children in a 
home environment he comes to know well. All levels 
of preventive medical measures become real to him 
through periodic physical examination of family 
members and immunization of the children, as well 
as through early treatment of acute illness and 
efforts at rehabilitation in chronic disease. 

For procedures of examination and treatment 
which lend themselves better to office management 
the student makes an appointment with his patient 
to come to the general practice clinic office where he 
examines and treats him under the supervision of a 
member of the general practice staff. This clinic 
functions as his private office from 4 P.M. to mid- 
night and is well equipped to meet his needs. 
Should consultation with a specialist or hospi- 
talization be desired for his patient, he makes the 
necessary arrangements. The student follows his 
patient while he is in the hospital and after dis- 
charge continues his care in the home or clinic. 


Student Doctors Closely Observed 


Family care obstetrical patients are managed by 
the student under the supervision of the general 
practice staff. An initial visit is made by the patient 
to the outpatient maternity clinic at the time the 
diagnosis of pregnancy is made. At this time the pa- 
tient is registered with the obstetrical division and 
an initial complete prenatal evaluation is made by 
the obstetrical staff with the student in attendance. 
All following prenatal checkups are done by the 
student in the general practice clinic office where 
the usual urinalysis, blood pressure, weight check, 
fetal heart tones, estimate of uterine enlargement 
and other indicated studies are made. 

At the onset of labor the student is called by the 
patient and he accompanies her to the hospital for 
admission. He is encouraged to sit with the patient 
throughout labor and may deliver the infant under 
the supervision of the obstetrical staff if the case is 
an uncomplicated multipara. He assists the resi- 
dent staff if complications are expected. Following 
delivery the student, as family physician, is re- 
sponsible for the post-partum care of the mother and 
infant. Routine post-partum and infant checkups 
are done by him in the general practice clinic office. 

Weekly family care conferences are held during 
both the tenth and eleventh quarters. Attendance at 
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these conferences is open to all members of the uni- 
versity staff, interns and residents. They are di- 
rected by the Department of General Practice and 
routinely attended by faculty members of the de- 
partments of preventive medicine, psychiatry, in- 
ternal medicine and pediatrics. By the time the 
student has reached this level of his clinical training 
he has come to know his family well. The base line 
physical examinations on family members, immuni- 
zations of the children, evaluation of the home, em- 
ployment and social environment and the manage- 
ment of acute and chronic illnesses within the family 
have already been experienced. The student reviews 
his total care experiences and impressions of the 
family and these are discussed informally with the 
staff and students present. 

Such informal discussions of the total medical 
care of a family have been received enthusiastically 
by the students. Here the student is given the op- 
portunity to relate the practical application of his 
varied specialty trainings and the staff is given 
further opportunity to assist the student in coor- 
dinating and emphasizing particularly pertinent 
clinical impressions and therapeutic approaches. 
Preventive as well as curative medicine, as can be 
practiced by the family doctor, is emphasized. 


Cooperation Within School Vital 


The success and value to the student of the 
teaching programs conducted by a department of 
general practice are greatly enhanced by coopera- 
tion and coordination with the courses and facilities 
of other clinical departments within the medical 
school. The relationship with the department of 
obstetrics has already been discussed. Although the 
family care conferences are conducted in such a 


manner as to encompass all phases of preventive, 


curative, psychiatric and organic medicine at all age 
levels and environmental situations, just as they 
might be encountered by a family physician, the 
eleventh quarter conference is directed to emphasize 
total pediatric family problems. 

Specific psychiatric problems of any level of se- 
verity within the student’s family are managed 
much as they would be by a family doctor with the 
guidance of the psychiatry staff. The student-doctor 
consults his staff psychiatrist with regard to the pa- 
tient’s problems and through a personal staff- 
student-patient consultation the condition is 
evaluated and the therapeutic management dis- 
cussed, Since the prospective general physician 
knows the situation well as the family doctor, this 
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The medical social service worker helps the student select a 
family from her files. She also advises the student on available 
welfare services, when indicated. 


Post-partum checkups are done in the student-doctor’s office by the 
student. Dr. L. F. Rittelmeyer is reviewing the patient's folder. 


‘ re 
. 
& 
j 
AS 
* 
— 
ig 
: 
‘ ; : 
» 


gad 


The home environment of medical practice is realistically expe- 
rienced by the student-doctor. 


The student-doctor immunizes his family care triplets in the 
clinic-office. 


promises to be a very rewarding approach to the 
teaching of practical psychosomatic medicine. 


General Practice Must Be Stressed 


The value of orienting students to general prac- 
tice by means of family care programs, preceptor- 
ships, general practice clinics and lectures in the 
medical school is now widely recognized. The per- 
spective of medical care has broadened beyond the 
limited view of the specialist with his highly skilled 
approach to certain systems, to one of an ecologic or 
bionomic interpretation of illness. This is partly the 
result of the professional schools’ more total view of 
disease, its cause, spread and curative management, 
and partly as a result of the demands of the public 
for a sympathetic and total management of their 
discomforts on a realistic, understanding and 
economically practical basis. 

The need for more general practitioners is well 
recognized. If students are to elect general practice 
as a mode of practice and a way of thinking, they 
must be oriented to its problems, advantages and 
satisfactions. They must be given the opportunity 
to associate with men who have distinguished them- 
selves by practicing total family medical care; to see, 
live and experience this form of practice themselves 
in a manner directed to correlate all their specialty 
trainings toward total patient management. They 
should come to realize that general practice is 
elected by most physicians in that field. They do not 
drift into it through force of circumstance. One 
cannot teach well that which he has not experi- 
enced, and thus it becomes mandatory that general 
practitioners be included on the teaching faculties 
of our medical schools if student orientation to gen- 
eral practice is to be realized. 

The object of undergraduate medical school 
teaching should be to train for general practice. 
This will give the graduate a more complete view of 
illness in patient management. After graduation he 
will then have a broader and more thorough founda- 
tion upon which to build his skills through specialty 
residencies, or to expand his knowledge through a 
general practice residency. In this regard, the gen- 
eral practice faculty should hold an academic rating 
equivalent to that of faculty of other departments 
and should have equal voice in the administrative 
and teaching plans of the school. 


This concludes the two-part series on a medical school depart- 
ment of general practice, written for GP by the director of that 
department at the medical school of the University of Tennessee. 
—PUuBLISHER 
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The Medical Assistant 


---A PREVIEW OF THE DOCTOR 


BY FRANCES L. MAROLD 


Office Records and Routines 


BEHIND THE SCENES of the perfect hostess lies effici- 
ent organization. Your office routines and proce- 
dures must be as effective and well-organized as 
your technique in handling people! 


The Day Book... 


One of the most important records in the doctor’s 
office is the day book, as it is commonly called. The 
handiest style is a looseleaf book which lies flat on 
the desk and may be kept open at all times. Each 
day’s sheet should contain a column for name, ad- 
dress, charge and payment. On this sheet should be 
recorded the name of EVERY patient as he comes 
into the office. 

While it is not necessary to ask the patient for his 
address every time he comes in, especially if he is a 
frequent visitor, periodically this should be obtained 
and recorded in the day book. Then when posting 
the charge and payment, you may verify the address 
on his account card so that it will always be correct. 

The total charge for a visit (or “no charge” if 
such may be the case) should be entered opposite 
the patient’s name in the “business” column. If the 
fee will be determined later, then a notation indi- 
cating the reason, such as “surgery,” should be 
made in the business column. When the charge is 
determined, the patient’s name is again placed in 
the day book and the charge entered on that day. 
In this way you will be able to complete each day’s 
posting and not hold any day “open” waiting for a 
charge. This will simplify the whole bookkeeping 
procedure. 
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This installment concludes 


in booklet form, is published 


GP’s presentation of a three-part 
series on the duties of the doctor’s 
medical assistant. The whole series, 


by Professional Management, 
404 Insurance Building, Waterloo, Iowa, 
and can be purchased from them 

for two dollars.—PuBLISHER 


The Case History ... 


The case history contains a complete history of 
the patient, and your doctor’s specialty and prefer- 
ences will determine the type used. Perhaps the 
simplest method for handling case histories is to 
have a folder which contains a history sheet in the 
front but is large enough to contain all laboratory 
reports, correspondence and other information per- 
taining to the patient. X-rays are usually filed 
separately. 

The case history should always be kept current, 
and should be filed alphabetically. Before the doctor 
sees a patient, he should have the patient’s history 
before him. The simplest procedure is to have a case 
history rack on the door of the examining room. 
Then as the patient is placed in the room, you will 
drop the history in the rack. The doctor may then 
check it over before going into the room, if he 
prefers. Do not leave case histories where patients 
may read them! 
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Financial Cards... 


The patient’s financial card, or accounts receiv- 
able card, contains the complete financial history of 
the patient. Usually a 4”x7” card, printed on both 
sides, is adequate. The information needed thereon 
(which should be typed or printed) is the patient’s 
full name and address, the name and address of the 
responsible party to whom statements will be sent, 
and page number of the card. There should be a 
column for date, service rendered, date of statement, 
charges, credit and balance. 

At the patient’s first visit, obtain all pertinent 
information and record it on his card. Then each 
time a charge is made, indicate the service ren- 
dered in the proper column. Whether the visit is 
“no charge” or paid in cash the same day, it should 
be recorded on the account card. All financial in- 
formation should be available from a glance at the 
account card—that’s the purpose of the card. Post- 
ing is, of course, done directly from the day book 
and no amount should be posted to the account 
card except from the day book. 

When a statement is sent, the date it is sent 
should be noted in the “statement” column. Any 
response regarding payment of the account should 
also be noted on the card for easy follow-up. Be 
sure to date the notation so you will know when 
the promise was made. For instance: “1—5—54 
letter—will pay 2-15.” This tells you that there is 
a letter from the patient in the file if you need it 
for reference; also that the patient has promised 
payment on February 15. If he does not keep his 
promise, a reminder can be sent to him promptly. 

One of the surest methods of ascertaining ac- 
curacy in posting is to maintain an accounts re- 
ceivable control. This is strongly recommended in 
all offices. After posting for the final day of a month 


A, Leavitt 


PATIENT'S LEDGER 


PATIENT'S NAME 


4310 S. Wash ington 


SERVICE RENDERED 


has been completed, run a tape of the balance on 
all accounts receivable cards. Set this up on a 
special card headed “Accounts Receivable Control.” 

At the end of each month, the total charges 
should be added to that figure and the total pay- 
ments subtracted to obtain a new balance figure. 
About every three months a tape should again be 
run on the last day of the month to be certain the 
amount on the accounts receivable cards equals 
the amount shown as the balance on the control 
account. 

These two figures should be the same. If they 
are not, the amount of the difference represents 
the inaccuracy in your posting or totaling of 
charges. If there is more than a very slight varia- 
tion, you had better find out why! 

Keep your financial cards accurate, current, neat 
and legible. Remember, in case of emergency some- 
one else may have to take your place, and these 
cards should be kept so that the routine and effi- 
ciency of your office will not be impaired at all. 


So many cartoons have been drawn about in- 
efficient filing systems that it is obviously the key 
to a smoothly-running office. The doctor’s office 
has fewer filing problems than the average office 
because his records and correspondence are more 
easily classified. 

Financial cards should all be filed together—in 
a fireproof file, if you please. These are in alpha- 
betical order and should be divided into an active 
and inactive file. Accounts turned over for collection 
may be grouped and indexed as collection accounts, 
since they are considered neither active nor in- 
active. 

Case histories are also filed alphabetically, as are 
x-rays. It is best if correspondence can be kept in 
the case history file for each patient, together with 
laboratory reports. This provides a full history of 
the patient in one place. Periodically the case 
history file may be examined and the records of 
those patients who have not been in during the past 
two years should be placed in an inactive history 
file. When the patients come in again, the case 
history will be returned to the active file. 

All miscellaneous correspondence should be 
classified under subject or filed alphabetically ac- 
cording to addressee’s name. 

Invoices should be kept in an “accounts pay- 
able” file until they are paid, and then transferred 
to an alphabetical “paid”? file. 
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By setting up as simple a filing system as possi- 
ble, you will save yourself many headaches in 
locating information you may be called upon to 
find several months later. It isn’t difficult; it merely 
requires consistency and good common sense, plus 
care in filing, of course! 
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Statements ... 


Every patient should receive a monthly statement 
to keep him informed of his balance. These state- 
ments should be typed and dated the day they are 
prepared. If you haven’t time to itemize the charges, 
your statement form should contain the following 
words “Itemized statements on request.” 

Be consistent in sending out statements; see that 
all patients receive a statement each month. Not 
only is this an effective collection technique, but 
it saves any hard feeling on the part of a particular 
patient who may feel discriminated against unless 
you can show that it is standard policy in your 
office. 

If you are fortunate enough to have a bookkeep- 
ing machine, your statement problems are solved. 
However, unless and until you do, see that all 
statements are accurate and neat and make the 
patient want to pay. 


The Receipt Book .. . 


A receipt book providing duplicates with three 
receipts to a page in sequence and imprinted with 
the doctor’s name and address is a must. Each 
receipt should contain the date, from whom re- 
ceived, the amount received and the balance due, 
with the signature of the person accepting the 
payment. 

A receipt should be made out for every payment 
received, cash or check, whether by mail or in 
person. 

While it is not absolutely necessary to mail a 
receipt for a check received, this is a gesture of 
appreciation and is a good will builder. Since the 
receipt must be made out anyway, sending the 
original to the patient is a good habit to form. 

We strongly recommend showing the balance 
due on the patient’s account. It will serve as a 
gentle reminder to those who feel their obligation 
has been indefinitely discharged by one payment. 
Also it prevents .misunderstandings at a later date 
if the patient has a receipt showing the balance due 
after each payment. 

At the end of the day you will have a double 
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check for your cash. There will be a duplicate 
receipt for every payment received. If you have 
forgotten to enter a payment in the day book, you 
will be able to cross-check with your receipt book 
and locate the payer. 

The receipt book is Nor a book of original entry. 
No posting should be done to the financial cards 
from the receipt book! 

The advantage to having duplicate receipts for 
every payment made carries over beyond balancing 
cash. In case of a dispute concerning payment of 
an account, if your receipt book always balances 
with cash, you will know that you would have a 
duplicate receipt had the payment been received. 

Your receipt book will serve you well; use it 


properly! 


JOHN J. SMITH, M. DO. 
1047 Brack BuiLoinc 
WATERLOO, 
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Deposits ... 


Since you are handling other people’s money, 
every effort should be put forth to keep it safe and 
accurately recorded. Depending upon the amount 
of cash received each day, you will either make 
your deposit daily or every few days. Whenever 
it is made, it should be in the amount of the total 
cash received for the full day or days covered. 

If you deposit daily, prepare the deposit in the 
same amount shown as the total of your cash 
column in the day book. If you deposit every other 
day, the amount of the deposit should equal the 
total of the two days’ cash receipts. Never deposit 
a portion of a day’s receipts. It is more difficult to 
maintain a cash balance in that manner. 

Make out your deposit in duplicate and retain 
the duplicate in your office with your records. 
Currency, coins and checks should be listed sepa- 
rately for easiest checking. 

The deposits may be prepared at the end of the 
day or the following morning, but should be taken 
to the bank during your lunch hour. In the mean- 
time, see that the cash is locked up and in a safe 
place! 


ASSIGNMENT 


FOR VALUE RECEIVED, I ___ (Patient's Name) Of 

(City) » —(County) (State) 
do hereby sell, assign and transfer to_(Doctor or Hospital) _. 
of __ (City, County and State) _-—S=s_—_, alll of my right title and 
interest in end to the proceeds of insurance due and owing to me by the 
__(Tnsurence Compeny) +in which I am insured under Folicy 
No, 8S @ result of professional services and supplies fur- 


nished to me, or the members of my family; and I further authorize the 
ssid _(Doctor or Hospital) » to receive such funds and apply 
them on my account, 
Dated at (City) + —(County) + (State), this 
day of » 


(Insured) 


(Street) 


(Witness) (City and State) 


Invoices ... 


Every office should have a standard procedure 
for handling invoices and paying bills. 

Each time an order is received, an invoice either 
accompanies or follows the order from most com- 
panies. It is up to you to check the goods received 
against the invoice to determine that the material 
is correct both as to number and product. It is well 
to check off the items on the invoices as they are 
verified. Then when the statement is paid, there 
will be no question in your mind whether the order 
was checked. 

As a general rule, bills should be paid on the 10th 
of the month. Most companies allow a discount for 
cash if paid before the 10th of the following month. 
There are a few, however, who send statements prior 
to the end of the month and then offer discounts 
if paid in ten days. In those cases, you may prefer 
to pay the bill the day the invoice is received, if 
the discount is sizeable. 

Remove all invoices and statements from the 
Accounts Payable file. Verify invoices against the 
statements and staple them behind the statement 
to facilitate filing. It is suggested the statements be 
put in alphabetical order before checks are written. 

If your doctor is to approve payment of all bills 
before checks are written, then the statements 
should be placed on his desk—verified and in 
order—at least the day before you are to pay them. 
He should “OK” and initial each statement to 
indicate his approval. This will save time and ques- 
tions in the future or as you write checks. 

Write all check stubs first, then type the checks, 
then the envelopes. That will be much faster than 
seeing each check to its envelope at one time be- 
cause your typewriter will be set at the proper 
margins to increase speed. Attach stubs to the 
checks as directed on the statement. Indicate on 
the file copy the number of the check sent in pay- 
ment, before it is filed. 

When this procedure becomes part of your 
routine, you will find paying bills a simple matter 
and one that readily demonstrates your efficiency. 


Possibly the biggest common headache in the 
doctor’s office is the insurance form. There is no 
simple solution to this problem, but with adequate 
records and procedures behind you, you should be 
able to complete these forms to the signature point 
in most cases. 
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Insurance Forms .. . 


Your first step is always to find out whether the 
charges are to be covered by insurance. This should 
be done at the time of the patient’s first visit. Then 
learn the company name, policy number, and type 
of coverage carried. 

Indicate on the case history and financial card 
that it is an insurance case so the doctor will advise 
you at the end of treatment and you can prepare 
the papers at once. 

Since your case history should always be current 
and complete, all necessary information for filling 
out the form should be contained in the history. 
If not, obviously you cannot complete the papers 
without assistance from the doctor. 

If you explain to the doctor that you want to 
prepare these papers without bothering him, but 
can only do so from the case history, he should be 
willing to keep more complete histories. 

The insurance form should be prepared in dupli- 
cate so that a copy may be retained in the files. If 
you do not have an extra copy of the particular 
insurance form the patient has brought you, at 
least insert a blank sheet of paper on which the 
information will be recorded. Mark the name of the 
company at the top of the carbon. This duplicate 
copy should then be filed in the patient’s history 
folder. Mark on the patient’s financial card when 
the papers are sent in so you will follow the case 
in due time. 

Ask the patient to fill out an assignment form 
authorizing his company to remit directly to the 
doctor. This will save trouble and assure you of 
prompt payment. Emphasize to the patient the time 
and trouble it will save him, too, if the company 
remits directly to the doctor. 

Don’t let your insurance forms fall behind. To do 
so not only makes them more of a burden, but 
delays payment of accounts. The insurance form is 
a boon to you, the doctor and the patient so put it 
to work for you! 


Appointment Books .. . 


The most important thing to remember in pur- 
chasing an appointment book is to have one that 
best suits your needs. Don’t “make do” with a gift 
or something too small for your requirements. Your 
appointment schedule largely controls the smooth 
functioning of your office, so be fussy about it. 

Each appointment sheet should have either two 
or three columns, each column representing one 
day’s appointments. With a three-column sheet in 
loose-leaf or spiral binder, the entire week may be 
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open before you, which is very convenient. The 
time, of course, is printed to the left of each sheet, 
broken down into fifteen-minute intervals with one 
line for each fifteen-minute appointment. 

If you work for more than one doctor, very often 
each doctor will want his own appointment record, 
unless the patients are trained to see either doctor. 
If each doctor has his own appointments, you may 
use one of the columns for each doctor and date 
each column for the same day. This is preferable to 
having separate books to handle. 

In making appointments, do all you can to deter- 
mine the length of time that will be needed for each 
patient. Generally an initial visit will require at least 
a half hour, and a complete physical should be given 
an hour. It is best to avoid too many long appoint- 
ments in one day because it slows the speed of the 
doctors and in case of a cancellation, too much time 
is lost. 

It is further recommended that an emergency 
period be set aside each day for such cases. This 
period, usually halfan hour, should not be scheduled 
until the morning of each day. You will thereby be 
able to take care of the patient who calls or drops 
in that day and has to see the doctor! Length of the 
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emergency period in your office will have to be de- 
termined by experiment, but except in offices where 
the doctor is not ordinarily scheduled in advance, 
allowing for emergencies permits a much better 
organized day. 

It is well to have on hand small appointment 
cards, imprinted with the doctor’s name and ad- 
.dress, with a space for date and time of the future 
appointment. Should a patient request an appoint- 
ment card or comment, “I hope I don’t forget,” you 
may then fill out an appointment card for him. 
This may well save you time and cancelled or for- 
gotten appointments in the future. 

Keep your records neat. Write the complete 
name of the patient in the proper space—write it 
small and legibly. If a patient cancels an appoint- 
ment, erase his name or draw ONE line through it. 
Don’t carelessly scratch it out and then squeeze in 
the name of the new appointment around it. Very 
shortly you will find it difficult to tell whether or 
not you have an opening for that day. 

Before your doctor comes in, a list of his appoint- 
ments for the day should be typed and placed on 
his desk. It will assist him in judging his day’s work 
and in gauging his time. 

Keep your appointment schedule carefully. You 
will find it helps the doctor, the patients, and you to 
get out on time at night—and in much happier 
frame of mind. 


Charge Slips .. . 


The charge slip is a fairly new idea in the doctor’s 
office, but serves three very important purposes: 
1. It notifies you of the charge for each patient. 
2. It gives you an excellent opportunity to en- 
courage payment. 


3. It informs the patient of his fee as he goes 
along, thereby lessening the likelihood of mis- 
understanding. 

You should have your own form drawn up sim- 
ilar to this sample, but substituting your doctor’s 
most common charges. 

Then as the patient comes in and his name is 
recorded in the day book, you prepare a charge slip 
for him. Attach this to his case history before the 
doctor sees him. 

At the conclusion of treatment, the doctor fills in 
the amount of the charge and whether or not an- 
other appointment is needed. He hands it to the 
patient and requests him to leave it with you. As 
the patient gives it to you, you make any necessary 
appointments and then direct your remarks relative 
to payment according to his previous paying record. 

The amount of the total charge is recorded in the 
business column of your day book. At the end of 
the day, several charge slips may be missing. But no 
charges will be overlooked because each patient’s 
name has been recorded in the day book as he came 
in. And it will take much less time for the doctor to 
give you the amount for those missed than it would 
to obtain ALL charges at the end of the day. 

The charge slip system can be very effective and 
a real help to you; patients like it, too. 


Checkbook .. . 


The most convenient type of checkbook for use in 
a doctor’s office is the spiral type with three checks 
to a page, imprinted with the doctor’s name and 
address and serially numbered. 

In keeping the checkbook, it is extremely im- 
portant that the stub be filled in before the check is 
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written. Be very careful to give complete informa- 
tion on the stub—date, to whom payable, purpose 
and amount of check. 

Always carry a running balance in the check- 
book. Subtract the amount of the check from the 
balance at the time the check is written, and enter 
and add the amount of the bank deposit as soon as 
it is made out. 

Be careful how you write a check. Always use ink 
or the typewriter; never pencil. Put the amount in 
figures close to the dollar sign. Where the amount 
is written, start at the extreme left of the line and 
fill in the space between the figures and “‘poLLaRs” 
with dashes. 

When the bank statement is received at the end 
of a month, you will of course want to reconcile 
your checkbook with the balance, as illustrated at 
the right. 

Your checkbook should at all times reveal the 
doctor’s true financial position. 


Petty Cash Fund... 


Although all major expenses should be paid by 
check, it is convenient to have a petty cash fund in 
most offices. From this fund are paid all small items 
of expense that are frequently incurred in the 
routine of running an office. These items include 
small office supplies, stamps and postage due, and 
other miscellaneous expenses. 

To set up this fund, write a check to Petty Cash 
in the amount of $15.00 to $25.00, whichever you 
feel will adequately cover your needs for a two- to 
four-week period. Cash this check and place the 
money in a small petty cash box. It is well to have 
a metal box that can be locked, unless you have a 
safe or locked desk in which to keep it at night. 

A record must then be kept of all payments made 
from the petty cash fund. Care will have to be taken 
that the expenditure is recorded as it is made, be- 
cause it will be very easy to be off in this fund if 
you become careless in recording payments. A small 
notebook should be purchased and ruled and kept 


in the following manner: 


Date Item 


Amount Credit Balance 
3/5 Check No. 403 $15.00 $15.00 
3/6 Stamps $2.00 13.00 
3/9 Supplies 1.52 11.48 


When your petty cash fund contains only a few 
dollars, it is time to replenish the fund. This is 
done by writing a check in the amount of the total 
expenditures since the last check was written, 
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which is the difference between the balance on 
hand and the original amount of the fund. When 
added to the box, the petty cash fund will again be 
brought up to the original amount. 

The check stub should then contain a break- 
down of the expenditures, with a total for each 
category so that these amounts may be charged to 
the proper expense accounts. 


Change Fund... 


In order to avoid confusion between two days’ 
cash receipts, it is well to have a change fund set 
aside for the purpose of making change. 

Simply write a check to Change Fund for the 
amount you feel is necessary, usually $20.00. Have 
the bank give you small bills and change in return 
for the check. Keep this money in a small tray in 
your cash receipts box. 

At the end of the day, the amount in your cash 
box should be the total cash receipts as listed in 
your day book plus the amount of the change fund. 
The following day you will deposit all but the 
change fund. 

Here is a caution that should be obvious but 
often isn’t. Your change fund should be made up 
of cHANGE. Two $10.00 bills won’t help you make 
change for Mr. Brown who hands you a $5.00 bill 
to pay for his $3.00 office call. Bear this in mind as 
you make your deposit and if you need change, get 
it then. 
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Handling Mail . . . 


Although some doctors will prefer to open their 
own mail, it is certainly one of the medical as- 
sistant’s rightful duties. Most doctors will gladly 
relinquish this task to a girl they feel is responsible. 
It is up to you to prove your trustworthiness. 

Opening and sorting mail can be systematized 
to the extent that it becomes a minor duty, as far 
as time is concerned, or it can be time-consuming 
and haphazard. 

First, open all mail. Sort it into piles as you go 
along: checks and fee inquiries, reports and medi- 
cal inquiries, solicitations, advertising, invoices, and 
personal letters. Keep envelopes with addresses 
from patients until you verify your present records 
and be sure you have the current address. 

Endorse all checks ‘For Deposit Only” with the 
doctor’s rubber stamp. Record them in the day 
book and prepare a receipt. Then place the checks 
in your cash box for depositing the following day. 

Answer all letters relative to fees, if possible, or 
set them aside with the financial card attached for 
the doctor’s attention. 

Medical reports and inquiries should naturally 
go to the doctor clipped to the patient’s case 
history. 

Letters of solicitation should be shown to the 
doctor, but it should not be necessary for him to 
dictate replies. A notation to you—‘Send $5.00” 
or ‘“‘No”—should be sufficient for you to prepare 
the final letter. 

Don’t throw advertisements away routinely. 
Doctors, like other business men, are deluged with 
advertisements. But the progressive girl will learn 
her doctor’s particular interests and watch for help- 
ful ideas, then give her doctor a chance to make up 
his own mind. 

Invoices should be verified against the goods 
received, then filed with the accounts payable for 
payment. 

Learn to handle on the same day all that is pos- 
sible of the mail. The rest, with his personal letters, 
should be placed neatly on the.doctor’s desk for 
his attention. Proper handling of the doctor’s mail 
is extremely important. Get it down to a system and 
there will be no danger of lost or mislaid corre- 
spondence or delayed replies. It’s really not a prob- 
lem unless you make it one! 


* * * * 


These are the essential office forms and pro- 
cedures, exclusive of the final bookkeeping system, 


in the average doctor’s office. Learn to keep these 
records accurate, neat, and current, and to fi 
them into your busy schedule. Your day will be 
much easier for it. 

The secret to efficiency is organization. No onc 
except you can organize your particular office and 
your duties, because only you know them well 
enough. All the suggestions you receive will have 
to be adapted to your particular office. But be 
smart! Don’t rule out as impractical every new idea 
just because it’s new to you. Try to put every sug- 
gestion or idea you can get from any source to 
work for you, to improve your efficiency and make 
your work easier! 

Then work all necessary procedures into a well- 
organized day and you will be able to go from task 
to task, in spite of constant interruptions, and see 
the day to its conclusion with your work well done. 
You will leave, contented and happy, free to enjoy 
your evening and eager for another day at your job. 
This is the only way to live. Why be unhappy and 
disturbed when there’s always a solution to your 
problems? All you may need to do is organize 
your work—or perhaps change your own attitude. 


Do You Like Your Job? 


Here is a list of things you can do to help your- 
self like and make a success of your job: 

i. Choose work in which you are definitely in- 
terested and for which you are well qualified. This 
is essential to a sense of accomplishment. 

2. Keep constantly aware of the things you en- 
joy in your work, but remember there are unpleas- 
ant tasks in all jobs. “The secret of happiness is 
not in doing what one likes, but in liking what one 
has to do.” 

3. Learn all you can about your job, then about 
the office in general, so you are always advancing. 

4. Determine what your employer desires of one 
in your position, then make every effort to fill those 
requirements. 

5. Be interested in seeing that every phase of 
your work is done as perfectly as possible. 

6. Don’t be a “clock-watcher.”” Necessary over- 
time benefits you as much as your employer. 

7. Be determined to like your fellow workers and 
your employer. Remember you are as responsible 
as they for the cooperation and friendliness in the 
office. 

8. Learn to accept corrections and profit from 
them. 

9. Be entirely trustworthy in all you say and do. 
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Keep your mind free from prejudice and place 
your trust in others. To doubt them is to torment 
yourself with imagined injustice. 

10. Keep your personal life out of the office. 

If you can honestly say you follow these rules, 
then your attitude is right and you should be happy 
in your job. 

If you are still dissatisfied, chances are you are 
justified in your feeling, so have a heart-to-heart 
talk with your doctor to see if you can straighten 
out the matter. 

Perhaps it’s your fellow workers who disturb 
you. Is there anything you can do to improve your 
relations with them? Try these ideas. 

1. Become genuinely interested in them. When 
they talk about themselves, listen! And don’t 
counter every remark they make with, “You should 
hear what happened to me,” or “You think that’s 
bad, listen to this.” 

2. Avoid arguments. If there is a difference of 
opinion on a point that really doesn’t matter, do 
it the other person’s way. If the matter is impor- 


tant, listen to her idea first, then find something 
to agree with. Ask her opinion of your suggestions. 
Let her see that you want to work together. 

3. If you must correct a person, don’t put her on 
the defensive. Don’t criticize her for what she has 
done. Find something to praise her for, then ask if 
she could do something for you. Get her to saying 
“yes” and wanting to help. 

4. Don’t forget to compliment her frequently— 
on something she has, on her appearance, some- 
thing she has done well. A sincere compliment 
works wonders. 

5. Try to understand your fellow workers. If you 
really know them, you will understand why they 
may do or say something differently than you 
would. And it won’t offend, because you will under- 
stand how they mean it. 

Working with your doctor and his entire staff in 
harmony for the best interest of the patients is one 
of the greatest sources of happiness and satisfac- 
tion you could find. The Medical Assistant’s posi- 
tion is an enviable one ... fill it well! 


Business 
Problem 
Clinic 


Q. We are planning a new office building for our group. We 
have operated as a partnership and would like information as 
to whether a building corporation should be formed or the 
building included in the assets of our present partnership.— 
RJ.H., M.D. 


A. It is very probable that, if your organization 


For convenience of physicians 
who want help in unsnarling 
problems connected with the 
business end of their practice, 
GP ts starting here a business 
problem clinic. Send your ques- 
tions in to the Business ¢> Eco- 
nomus Department, GP, 406 
West 34th Street, Kansas City, 
Missouri. We'll call in quali- 
fied authorities, where neces- 
sary, to help us come up with 
the right answer to your special 


difficulty. 


formed a building corporation, this might prove 
most disadvantageous due to the corporation’s be- 
ing classed as a personal holding company. We 
would suggest you check this matter out with your 
attorneys so as not to become involved in a tax 
problem. 

Many groups today that are putting up buildings 
are forming two partnerships, one to own the 
building and the other to own the medical practice. 
By doing this, better control of the building can be 
maintained and physicians who do not desire to 
make a sizable investment in a real estate operation 
will not be forced to do so to become partners. The 
medical partnership generally rents from the build- 
ing partnership based on a fair return on the invest- 
ment in the building. 
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Trends and Events in the Nation’s Capital 


Health Legislation No Partisan Issue 


SponsorsHiP of national health legislation, once a 
Democratic monopoly, has changed hands in 
Washington. Under pronounced White House in- 
fluence, the 1953-54 record of the 83rd Congress 
bears convincing testimony to that fact. Further- 
more, all signs point to continued effort by Presi- 
dent Eisenhower in 1955-56 toward enactment of 
additional legislation in the field of health and 
medical care. 

Outcome of the approaching November elec- 
tions, while determining whether Democrats or 
Republicans assume control of Congress in Janu- 
ary, will have no important bearing on the subject, 
in the minds of informed observers. Which is to say 
that national health issues have shaken the shackles 
of partisan politics. 

In the Congress recently ended, Republicans like 
Senators Smith (New Jersey) and Purtell (Con- 
necticut) and Representatives Wolverton (New 
Jersey) and Heselton (Massachusetts) were as fer- 
vent in their support of reinsurance as any New 
Deal Democrats ever were in their espousal of com- 
pulsory national health insurance. If their party re- 
tains control on Capitol Hill, one may be sure they 
will persevere in efforts to pass a reinsurance bill 
and other types of “progressive” health legislation. 

On the other hand, should the Democrats tri- 
umph, they will take over the initiative, but this does 
not mean necessarily that they will encounter the 
other party’s opposition at every turn. The posi- 
tions to be taken by organized medicine on pro- 
posed health legislation will be a more vital factor 
than any partisan differences. 

From what President Eisenhower has said in re- 
cent weeks, he plans to work for passage of bills 


that would increase medical care benefits for 
servicemen’s dependents, provide contributory 
health insurance coverage for all Federal employes 
and, of course, a system of Federal reinsurance of 
prepaid hospitalization and medical care plans. It 
is not unlikely that, in addition, he will urge en- 
actment of federal scholarships for selected medical 
students as a means of providing a regular annual 
increment for the Army, Navy and Air Force 
Medical Corps. 

In short, a full quota of health legislation seems 
to be in store for the second Eisenhower Congress. 


New Law Governs Nonaddictive Narcotics 


One of the bills passed by Congress shortly before 
adjournment in August authorizes oral prescription 
of certain narcotic compounds which are not 
addictive. 

The Bureau of Narcotics, Treasury Department, 
is now working on plans for compilation of the drug 
list, as directed by the new law. In this task it will 
solicit counsel and advice of the medical and 
pharmaceutical professions. 

Under provisions of the law, physicians will have 
authority to give, by telephone, prescriptions call- 
ing for certain drugs containing narcotics, just as 
they are presently permitted to do in regard to 
barbiturates. 


Lincoln Cancer Report Completed 


A lengthy, though inconclusive, report on the 
Lincoln bacteriophage treatment for cancer has 
been completed by the National Research Council’s 
Division of Medical Sciences and transmitted to 
American Medical Association, American Cancer 


GP « Volume X, Number 4 


| vee tre veese 
4. 4 
132 
| 


Society, National Cancer Institute and other 
organizations which requested the NRC appraisal. 

Since Dr. Robert E. Lincoln abruptly withdrew 
cooperation just before clinical trials were to begin, 
the NRC study came to no conclusions on his 
therapy. Rather, its report is largely a review o 
nearly four years of controversy surrounding the 
Lincoln treatment. Dr. Lincoln died in January, 
1954, within a few months of the death of Senator 
Charles W. Tobey, of New Hampshire, who was his 


foremost champion in Congress. 


FDA Names New Commissioner 
The Food and Drug Ad- 


ministration, which has a 
new commissioner in 
George P. Larrick, is con- 
tinuing unabated its cam- 
paign against illegal sales 
of prescription drugs. 

In July of this year, the 
latest month for which fig- 
ures are available, the rec- 
ord shows that convic- 
tions were obtained in nine 
cases. These involved 

drug stores in New Orleans, Seattle, San Diego, 
New York City, Philadelphia and small towns in 
Oklahoma and Oregon. 

Most common offense was sale of barbiturates 
and amphetamine without physicians’ prescrip- 


tions. Punishment ranged up to $500 fines and five 
years’ probation. 


Love and Affection Termed Official Gift 


The Internal Revenue Service publishes a weekly 
bulletin containing tax rulings made on subjects 
ranging from settlement of large estates to market- 
ing of pistols. In the Bulletin’s issue for August 23 is 
an interesting ruling bearing on the relationship be- 
tween “love and affection” and doctor bills. 

A ruling was requested by a taxpayer as to 
whether his payment of an adult son’s medical and 
hospital bills constituted a gift for federal tax pur- 
poses. The reply he received went as follows, in part: 

‘Section 86.8 of Regulation 108 provides in per- 
tinent part that the transfers reached by the statute 
are not confined to those only which, being without 
a valuable consideration, accord with the common 
law concept of gifts, but embrace as well sales, 
exchanges and other dispositions of property for a 
consideration given therefor. However, a considera- 
tion not reducible to a money value, as love and 
affection, promise of marriage, etc., is to be wholly 
disregarded, and the entire value of the property 
transferred constitutes the amount of the gift. 

**Accordingly, it is held that medical and hospital 
bills paid by a taxpayer for his adult son and living 
expenses advanced to the son’s family ... for no 
consideration other than the taxpayer’s love and 
affection, constitute gifts within the meaning of 
Section 1002 of the Internal Revenue Code.” 


Unpopular Science 


In a recent issue of Science magazine, Freeman H. 
Quimby expressed the belief that there is a grow- 
ing distrust of science and scientists. 

He listed the following causes for this adverse 
development. 

“1. The concept that science and religion are 
in Opposing camps—suspicion that science is 
largely responsible for whatever degree of aban- 
donment there has been of moral principles and 
ethical standards. 

“2. The internationalistic outlook of scientists 
—tmisunderstanding of the scientific philosophy 
of free exchange of information. 

“3. Social neutrality of science—the detach- 
ment—the indifference of scientists to public at- 
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titudes—the practice that some scientists have of 
setting themselves apart, above, and beyond the 
rest of society. 

**4. The ridicule of areas of knowledge not sub- 
ject to precise measurement, the disagreement 
among scientists themselves as to what can legit- 
imately be considered ‘scientific.’ 

**5. The time lag between the view held by 
scientists and public awareness of such views. 

6. Fear and resentment of the ‘destructive’ 
power of science. 

**7, Disappointment in the wake of the exag- 
gerated hopes penned by newspapers and maga- 
zine writers, 

8. The extraordinary scientific illiteracy in 
America even among intelligent, educated people 
—ignorance of the basic precepts without which 
there would be no science at all.” 
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A FEW YEars AGO, I had the pleasure of accompany- 
ing a group of physicians on a business trip to 
Europe. During our brief stay in Paris we visited 
one of the world’s most famous cathedrals. As I 
walked up the stairs of this great and holy edifice, I 
noticed these words over the archway of the front 
door: ‘‘He who bringeth no gift to the altar, beareth 
no blessing away.” 

So I come before this distinguished group of 
family practitioners bearing what I like to think are 
gifts of appreciation and gratitude, understanding, 
deep feeling, and humility. 

The American Medical Association is cognizant 
of one important fact: if there is anything the pro- 
fession does not lack today it is critics! 

We seem to have them everywhere ; outside of the 
profession and within. It is very evident that the 
doctors and their profession are not suffering from a 
feeling of public neglect at the present time. 

I would like to touch briefly on some of the deroga- 
tory articles which have appeared in many of the 
nation’s leading magazines during the last few 
months. Nearly all of you know by this time the 
source of much of the material contained in those 
articles. 

I happened to be at a press conference in New 
York two years ago when the first of this particular 
series of stories broke. I sat through two hours of 
rambling discussion and when I left I felt that little 
had been accomplished to create good public rela- 
tions on behalf of the medical profession. 

My personal opinion at that time, and since, has 
been that if an organization embarks on a publicity 
campaign of that nature it is only fundamental to 
believe that a certain objective or target must be 
reached in the end. No specific, concrete objective 
was ever outlined or announced. No one, publicity- 
wise, can go about making derogatory remarks, 
dealing in generalities and innuendoes without un- 
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GP takes pleasure in reprinting here the text of an address given by 
Mr. Bach, director of press relations for the American Medical Asso- 
ciation, at the State Officers’ Conference during the Sixth Annual 
Scientific Assembly of the American Academy of General Practice in 
Cleveland, Ohio.—PuBLISHER 


DANGER: Words at Work 


BY JOHN L. BACH 


dermining the public’s trust in the medical profes- 
sion. There is little doubt in anyone’s mind that 
this crude, shotgun approach to a problem has 
harmed the physicians of this country regardless of 
whether they are family practitioners, surgeons, or 
specialists. The whole campaign, I personally be- 
lieve, has done irreparable damage. The criticisms 
certainly have been unpleasant, and add up to 
very little constructive good. 

These criticisms are not all bad, however. If we 
view them in the proper philosophical manner they 
serve as a good sounding board for correcting our 
mistakes. They show up the weaknesses in our 
armor. 

The criticisms, in another respect, are a tribute to 
the importance of the medical profession. For where 
people generally, and editors particularly, care so 
much, they are certainly not indifferent. 

Now is the time to analyze carefully these criti- 
cisms because all these millions of words spell danger 
—they are words at work in undermining the med- 
ical profession. 

Wisely and with foresight, the American Medical 
Association’s House of Delegates, meeting in St. 
Louis last December, authorized the Board of 
Trustees to appoint “‘a special committee with broad 
representation throughout the profession” to study 
all aspects of the problems created during the last 
few years by adverse publicity to medicine and the 
profession. A committee of six, headed by your 
past president, Dr. Stanley Truman, is now doing 


this job. 
Need for United Front 


A careful perusal of our own medical publications 
will show that we have developed a habit of answer- 
ing our critics in many different ways. We worry and 
fret and argue and write about every aspect of what 
we are doing, but we have a difficult time putting on 
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a united front; everyone seems to have a different 
opinion or answer concerning what’s wrong. 

Uniformity of opinion is a crying need within our 
ranks today. And the job is not easy. 

There are questions being asked by our critics 
that are hard to answer because the answers are 
hard to get hold of and most difficult to make pre- 
cise. This presents a new kind of vague, amorphous 
and insidious distrust which is undermining the 
profession from the outside. 

Often a doctor is heard to say: “In the light of all 
these critical articles about medicine and the pro- 
fession, why don’t all the medical organizations em- 
bark on an intensive campaign of writing some 
positive stories?” 

Actually, the positive stories about medicine, 
appearing in magazines and the lay press, far out- 
weigh the negative. 

Our files are bulging with good positive stories. 
Recently, Better Homes ¢ Gardens published an 
article entitled “When You Need a Doctor In a 
Hurry—What Will You Do?” Rotarian ran an 
article called ‘Don’t Kill Your Doctor,” and Look 
magazine last November told a constructive story of 
how “Mississippi Trains Its Own Country Doc- 
tors.” Then you can’t overlook the fine institutional 
advertising carried in all the big magazines by the 
pharmaceutical industry. Parke, Davis and Com- 
pany published an excellent advertisement on 
“How To Select a Family Doctor.” It appeared in 
many of the nation’s leading magazines. 


High Reader Interest in Medical Science 


From the standpoint of the public, there is a 
strong desire for medical science news. 

During the American Medical Association’s an- 
nual meeting in New York last year, 187 magazine 
and newspaper writers were registered to “cover” 
the session. It was the highest number in history. 
That means that 187 organizations—business firms 
—saw fit to send their representatives to that meet- 
ing to tell the world “what’s new” in the field of 
medical science. 

Those writers were not sent to New York far a 
five-day vacation ; they were there to work. And they 
worked hard. Physicians owe the accredited science 
writers, who cover medical meetings year after year, 
a deep debt of gratitude for their over-all fine job. 

The profession’s attitude toward newspaper re- 
porters has changed for the most part from definite 
coolness to warm and friendly cooperation. More 
doctors are meeting more reporters today than ever 
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5. The general practitioners’ ficht for recognition 


before. The result is more and more news about 
medicine and health in newspapers and magazines 
and on the radio. Independent newspaper and press 
association surveys have shown that there is more 
reader interest in medical news than in any other 
branch, including sports. 

Hillier Kriegbaum, professor of journalism at New 
York University, and the National Association of 
Science Writers made a survey of 150 newspapers 
in the United States a short time ago and found that 
the amount of newspaper space given to science 
news had more than doubled during the last ten 
years. Medical and public health news were classi- 
fied as the most popular, with atomic energy rating 
second. 


Newspaper Ads an Effective Tool 


There is one aspect of medical public relations 
which, unfortunately, has been overlooked so far by 
medicine and the profession. I am referring to 
institutional public relations advertising. 

Medicine produces unusual responsibilities; it 
breeds problems of unusual nature and intensity 
and, therefore, it generates news, opinion, some in- 
formation and lots of misinformation. 

For as long as I can remember, medical associa- 
tions have relied entirely on news releases to 
acquaint the public with their policies. This, in my 
opinion, is a mistake because no one ever has the 
assurance that a certain news release, explaining the 
full story in behalf of medicine, will ever appear in its 
entirety in a newspaper or on press association 
wires. A news release is at the mercy of the writer 
who has been assigned to handle that particular 
story. Furthermore, a release which hits a news desk 
on a day when spot news, generally, is heavy has a 
slim chance of rating very much space. 

The need for telling medicine’s story—and I 
mean the whole story—is becoming more and more 
urgent each day. We must not only combat misin- 
formation; we must also avoid the common danger 
of no information. For modern communications, 
like nature, abhor a vacuum. If we don’t give the 
public the correct facts about medicine and the pro- 
fession, somebody else will give them the wrong 
ones. 

The most effective tool for avoiding the perils of 
misinformation which medicine so often encounters 
is newspaper advertising. 

Certain policies often place medicine in an awk- 
ward position so far as the public is concerned. Be- 
cause these policies are urgent, more complicated 


or very difficult to explain, they require the extra 
interpretation which newspaper advertising alone 
can give them. Most important, only in advertising 
can you be certain of making your concepts or ideas 
come alive exactly as you want them expressed. That 
does not hold true for a news release. 


Public Relations Firms and Their Job 


Professional public relations firms are often called 
upon to handle the intricate details of a medical 
society’s program. 

How do these firms work out? 

With all due respect to these highly-trained and 
sincere men, they find medicine the most difficult of 
all accounts they handle. 

Any medical group or any medical society, con- 
templating the employment of a professional public 
relations firm, can gain much from the experience 
accumulated by the American Medical Association 
through the years. 

There is probably only one exception in this 
respect. The firm of Syers-Pickle-Winn of Austin, 
which has been serving as public relations counsel 
for the Texas State Medical Association, has done a 
fine and outstanding job. This has been largely due 
to Mr. W. E. Syers, who has worked with this 
account for more than three years. As a result, he 
understands medicine and he understands the doc- 
tors of his state. Compared with his colleagues, he is 
therefore in an enviable position when it comes to 
sitting in on policy-making decisions. His experi- 
ence and background are invaluable to the pro- 
fession. 

From a public relations standpoint, your execu- 
tive secretary, Mr. Mac Cahal, whom I have known 
for many years, has a far better understanding of 
medical public relations than anyone on LaSalle 
street in Chicago or on Fifth Avenue in New York. 

He knows the medical public relations picture 
better than his professional colleagues because he 
has worked with and for doctors for many years. 
This seasoned understanding, gained from experi- 
ence, has placed him in a strategic position from a 
policy standpoint. 


Controversy Breeds Discussion 


In this business of present-day medical writing 
for both newspapers and magazines there is one 
mighty important point to remember: Controversy 
breeds discussion, and discussion promotes reader 
interest. That is what every business publication, 


whether it is a newspaper or magazine, is chiefly 
interested in from an economic standpoint—reader 
interest. The more controversial the issue the more 
reader interest it attracts. What you, as a physician, 
do to build up or detract from such issues is mighty 
important to the whole of medicine. 

The cleanup job must come from within the pro- 
fession, from within the heart of every practicing 
physician in the United States. 

There is an anecdote which may well serve to 
show the difference between true and false profes- 
sional honesty. 

An old lady tried to board a street car, slipped 
and fell into the snow. She could not get up and 
a number of people rushed past her without noticing 
her plight. 

Finally a man saw her and helped her up on her 
feet. At this moment another man, who had been 
hidden somewhere, jumped to her side and greeted 
her chivalrous and helping savior with these words: 

**Thank God! I have finally found a decent man. 
I have been standing here for five minutes, waiting 
to see whether someone would help the old lady up. 
You are the first one to do it.” 

By this palpable trick one man has set himself up 
as a judge of others, distributes praise and blame, 
but has not lifted a finger himself to help the situa- 
tion of which he was a witness. 

Now is the time for physicians, individually, to do 
some serious brain-washing on public relations 
problems. 

There are at least seven major public relations 
problems presently facing the 150,000 practicing 
physicians in this country. These problems, each 
attracting a different segment of the population, are 
responsible for molding public opinion either for 
or against the medical profession. 

These problems which, in the past, have resulted 
in a flood of newspaper and magazine material, all 
aimed at public consumption, are: 

1. The six different phases of the Eisenhower Ad- 
ministration’s medical and health program, includ- 
ing a federal corporation to reinsure commercial 
and nonprofit health insurance plans. 

2. Government medical care for veterans with 
nonservice-connected disabilities. 

3. Osteopathy and chiropractors. 

4. The continued activity by the old socialized 
medicine crowd—the Michael Davises, the Channing 
Frothinghams, the Keyserlings, Cruikshanks and 
Chatfield Taylors—some of whom are linked with 
the “fringe bills” continually popping up in 
Congress. 
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5. The general practitioners’ fight for recognition 
in hospitals. 

6. And, of course, fee-splitting and ghost surgery. 

7. Countless local issues associated with the 
doctor draft. 

Then, in addition, you have many other issues 
and problems: compulsory coverage of physicians 
under social security, the Bricker amendment, and 
the Joint Commission on Accreditation of Hos- 
pitals. 

From the standpoint of good public relations it is 
imperative that physicians think and count to ten 
before they voice their opinions on these contro- 
versial points for publication in newspapers, maga- 
zines, and even for scientific journals. What you— 
as a member of the medical profession—have to say 


about these issues is important from the standpoint 
of molding public opinion. Think before you speak 
for publication and be doubly sure that what you 
have to say is based on facts; not on hearsay or 
rumor. 

The end result with the public rests with every 
doctor, whether he practices in a small town or a big 
city. Good public relations cannot be conducted 
by one man or one organization and, more impor- 
tant, they cannot be conducted from a central 
office; good public relations must reach out from 
the office of every doctor in the land. 

So, please be careful what you say, where you say 
it, and how you say it. Your opinions in point affect 
your colleagues and your profession, not only at 
home but in every state in the union. 


WHAT OTHERS ARE SAYING... 


The Most Important Cog 


Is the medical profession becoming top heavy 
with specialists ? 

Dr. George H. Gildersleeve, of Norwich, presi- 
dent of the Connecticut State Medical Society, 
seems to think so. 

Citing the importance of the family doctor, in 
the medical scheme of things, Dr. Gildersleeve 
states in the current issue of the state medical 
Journal: 

‘Nothing should succeed in replacing the fam- 
ily physicians as the most important cog in the 
whole system.” 

Himself a specialist (surgeon) Dr. Gildersleeve 
issues a “plea for a proper balance in our medical 
setup with a suggestion that we must go further 
in our medical schools and hospitals in encour- 
aging and training qualified general practitioners.” 

Emphasizing that he has no intention of be- 
littling the well-trained specialist, who fills a 
vital role in the pattern of medical practice, Dr. 
Gildersleeve states: 

“In a field as vast as medicine, specialization is 
essential, inevitable, and will never be replaced. 
One wonders, however, if we are not becoming 
top heavy with specialists and if the process of 
board certification has not gone too far.” 

He cites how surgery and medicine have been 
broken into multiple specialties. 

“Specialization tends to fragment medicine, 
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and a specialist is likely to see only the conditions 
related to his particular field of interest rather 
than to evaluate the patient as a whole. 

**The general practitioner who is in charge of 
the patient can best determine when special care 
is needed. It is his responsibility in guarding his 
patient’s interests at all times to obtain consulta- 
tion and specialty service when indicated. 

“The well-trained, educated and experienced 
general practitioner of today is capable of diag- 
nosing and treating 85 per cent of all illnesses. 
He should know his limitations and should seek 
counsel about the other 15 per cent. 

**The public has strayed away from reliance on 
the family doctor, owing largely to overemphasis 
of specialization. However, there seems lately to 
be a trend back to him with a beginning awareness 
of the proper relation between the general physi- 
cians and the specialist.” 

Dr. Gildersleeve supports his contention by 
quoting from the recent incoming address of Dr. 
Fred W. Rankin, president of the American Col- 
lege of Surgeons: 

“The old-time general practitioner has in large 
measure passed with the changing times, but it is 
still to be deplored. The cornerstone of medical 
practice should still be this type of physician who 
represented, at his best, integrity, moral char- 
acter, selflessness, willingness to serve with or 
without remuneration, and without consideration 
of his own time and comfort, because he was 
dedicated to the service of his fellowmen.”—Edi- 
torial from Hartford (Connecticut) Times, reprint- 
ed in American College of Surgeons Bulletin. 
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YOU CAN ANSWER 
‘HE 20 QUESTIONS BELOW 
YOU DON'T NEED... 


ABSTRACTS 


> AT THE RIGHT are 20 questions which the 1954 
Abstracts will answer. If you can answer them all, it 
is a logical assumption that (1) you attended the 
Cleveland Assembly, (2) you sat with intense con- 
centration through all the lecture periods, (3) you 
devoted many hours to studying over fifty scientific 
exhibits, and (4) you have a phenomenal photo- 
graphic memory. If those conditions do not apply 
to you, we challenge you to answer these 20 ques- 
tions. Give yourself five for each one answered. If 
your score is under fifty, then you need a copy of 
this “medical meeting in book form.” 


> In THIs 300-page book has been condensed the 
essential knowledge from sixteen lectures, four 
symposia, one live clinic and fifty scientific exhibits. 
Its thirteen subject areas include the work of 140 
leading teachers from over fifty medical schools, 
hospitals and clinics. It is profusely illustrated with 
nearly 250 photographs, charts and drawings. V 


20 QUESTIONS: Score 
Can you select the contents of a Cardiac Emer- 
How would you do a three-day biliary flush?.... —___ 
What antibiotic do you use in bacterial (or viral) 


Can you tell dermatomyositis from periarteritis 


What three therapies do you consider in plantar 


What is the positive diagnosis in amebiasis ?... . . 
Can you diagnose arterial occlusion by aorto- 


What are the five danger signals in the new- 
What are the six points in gastric ulcer diag- 


Is tuberculosis a medical or surgical disease?.... ____ 
What are the five causes of SM-PAS failure ?. . 
What is the essential emergency room equipment? 
What is the operative mortality in Tetralogy of 
When do you suspect diaphragmatic hernia ——— 


4 Orper your copy now. The book will not be re- 
printed. When the present (and rapidly dwindling) 
supply is gone, there just won’t be any more. Don’t 
miss this chance to make the Cleveland Assembly a 
permanent part of your reference library. Use the 
order blank below .. . Topay. 


AMERICAN ACADEMY OF GENERAL PRACTICE 
Broadway at 34th, Kansas City 11, Missouri 


ORDER BLANK 


Enclosed is my check for $5.00, for which please send me, prepaid, one copy of the 1954 Edition of 


*“ABSTRACTS.” 
Please Print Clearly: 


Academy Member: 


Yes [ ] No [_] 


CITY STATE 


Attended ‘54 Assembly: 


Yes [_] No 


~ 
—. How do the two types of syncope differ in etiology 
So What synthetics work best in Parkinsonism ?.. . . 
Can you name nine “stroke remedies” ?.......0 
In what five ways is the mulltip different?... . . 
oc What is “the greatest complication of preg- 
- 
ie gems _~ How would you prescribe an “unlimited diet” 


Che Practitioner’s Bookshelf 


The Biochemistry of Clinical Medicine. By W. S. Hoffman, 
M.D. Pp. 681. Price $12.00. The Year Book Publishers, 
Inc., Chicago, Illinois, 1954. 

Here is an excellent book—for reference, review, or 
text material, for teacher and student alike, but particu- 
larly directed toward the needs of the general practi- 
tioner. It is more than adequate for preparation for the 
various American Board specialty examinations. 

Because of the pace of present-day medicine, and the 
multitude of experimental and clinical advances of re- 
cent years, it is incumbent on the practicing physician 
to have sound, workable knowledge of this all-important 
basic science. 

Written by an eminent authority in the field, in an 
easy readable style and unencumbered by the usual 
potpourri of formulas and schemas, this is a truly enjoy- 
able book—challenges one to read cover-to-cover. Mod- 
ern in content and logical in format, it offers basic 
review of the metabolism and actions of general and 
specific biochemical groups, with correlation to disease 
entities and pathophysiologic alterations, and the 
rationale of therapy directed thereto. 

Particularly exceptional are the sections on diabetes 
mellitus, the kidneys and urine (with noteworthy es- 
says of related pathologic states), the liver, the clotting 
of blood and hemostasis, and the steroid and other 
hormones. There are helpful photographs, drawings, 
diagram, and tables. The index is concise but complete. 

This is not a work merely to adorn the doctor’s book- 
shelf—daily clinical applications should make it profit- 
able to all. —Curron R. Gruver, M. D. 


Administrative Medicine. Edited by George S. Stevenson, 
M.D. Pp. 176. Price, $3.00. Josiah Macy, Jr., Foundation, 
New York, 1953. 


This small volume represents the transactions of the 
first conference on administrative medicine sponsored by 
the Josiah Macy, Jr., Foundation in New York City dur- 
ing March of 1953. Like other conferences held under 
the aegis of this foundation, it represented an attempt 
to stimulate research and to promote “effective commu- 
nication across the departmental walls which tend to 
isolate the professions and specialties from one another.” 

The twenty prominent participants spent three earn- 
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est days attempting to serve as catalyst in suggesting 
ways and means by which the multiple aspects of ade- 
quate medical care plans might be approached and 
evaluated. Sparked by the opening statement of Mr. 
Willard C. Rappleye, Foundation president, to the 
effect that maintenance and improvement of physical 
and mental health of all the people are the primary con- 
cern of any nation, the direct concern of industry and 
the public, as well as of the medical, dental, nursing and 
public health professions, the discussants explored the 
over-all problem of devising ways and means to provide 
and integrate the required facilities, qualified personnel 
and necessary financial support, to apply present and 
new knowledge to the needs of the individual and the 
community. 

Emphasis was placed on need for: proper planning 
and administration in the effective operation of com- 
munity programs, with the concomitant urgent need for 
research in administrative medicine and for recruitment 
and education of a considerable number of qualified 
leaders in that field. —Rutu Q. Sun 


The Eczemas. By L. J. A. Loewenthal. Pp. 267. Price, $7.50. 
E. & S. Livingstone, Ltd., London, 1954. 


This book is a well-written and carefully planned dis- 
cussion of the eczemas. The introductory chapter, as is 
true of so many dermatology books, tends to confuse in 
trying to clarify, and, because of many references to 


’ later chapters, causes the reader to become lost. 


But, as one gets on into the book, the author takes up 
the various classifications of eczema and discusses each 
thoroughly, so that the initial confusion is lost. All the 
various types of eczema are discussed as to causes and 
interrelationships. 

The chapter on diagnosis is brief, doesn’t repeat 
material presented previously, and would not, in this 
reviewer’s opinion, be a great help in actual diagnosis. 

The final chapter on treatment presents accepted 
practices very well, and is carefully outlined. This ex- 
cellently illustrated book accomplishes its purpose of 
grouping and discussing the eczemas. 

In the opinion of this reviewer, this book would be of 
value in teaching libraries and would be a good book to 
have on hand in a reference library. It is not particularly 
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intended for the general practitioner unless he happens 
to have an especial interest in the subject. 
—Rosert M. Maut, M.D. 


Problems of Consciousness (Transactions of the Fourth Con- 
ference). Edited by Harold A. Abramson, M.D. Pp. 177. 
Price, $3.25. Josiah Macy, Jr., Foundation, Packanack 
Lake, N.J., 1954. 

This little book is essentially the minutes of the 
Fourth Conference on Problems of Consciousness held at 
Princeton, N.J., March 29-31, 1953. This conference was 
attended by twenty-five leading psychiatrists, physiol- 
ogists, anesthesiologists and scientists in related fields 
in the United States and abroad. It deals with experi- 
mental approaches to the problems, and with consider- 
able theory. The terminology used is unfamiliar to the 
average physician, and in many instances there was dis- 
agreement on the part of participants as to the meaning 
of terms used. 

There is little here of value to the general practitioner 
in his practice. If he is challenged to conquer the difficult 
and the unknown and to be able to talk glibly with others 
about acculturation, subvocal speech and the concep- 
tualization of the categories of personality psychology, 
then this is the book for him. 

—ALBERT S. Dix, M.D. 


REGISTERED TRADEMARK FOR THE UPJOHN BRAND OF METHSCOPOLAMINE BROMIDE 
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Epilepsy and the Functional Anatomy of the Human Brair 
By Wilder Penfield, M.D. and Herbert Jasper, M.D. 
Pp. 896. Price, $16.00. Little, Brown and Company, Bos. 
ton, 1954. 


This splendid volume of 850 pages represents the mosi 
exhaustive, complete, and well-written treatise on the 
question of epilepsy ever gathered together in a single 
volume. It is written respectively by a neurosurgeon anc 
an electroencephalographer who have, by reason of their 
diligent and long-term investigation of the subject, 
made their remarks and opinions authoritative. 

The volume is admirably illustrated, the illustrations 
being in the forms of surgical photographs, neuroana- 
tomic diagrams and electroencephalographic tracings. 
All phases of epilepsy and its treatment, both medical 
and surgical, are contained in the volume, together with 
very interesting historical notations for the medical 
bibliographer. 

A great portion of the book is taken up with the cor- 
relation of the topography and architecture of the brain 
with its electrical discharge patterns and characteristics 
and their surgical alteration, so that many of the illustra- 
tions are, in actuality, operating room photographs of 
the exposed cortex which has been plotted by stimula- 
tion. Interesting diagrammatic sketches of the cerebral 
localization, drawn in the form of homunculi, are 
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scattered throughout the book and are quite informa- 
tive. 

The book is one which cannot be scanned, and, as a 
matter of fact, is quite difficult reading because it is so 
technical. The book is undoubtedly intended for re- 
search reference, and is particularly of interest to elec- 
troencephalographers, neurosurgeons, neuroanatomists 
and neurophysiologists. It is not, in the reviewer's 
opinion, a volume of great value to any practitioner who 
is not almost exclusively engaged in these problems, 
either practically or in the research field. 

However, as a research volume or a point of reference 
for anatomic and physiologic detail, the book accom- 
plishes its mission admirably. For the bibliophile in- 
terested in historical anecdotes, it is a fund of infor- 
mation. —F. A. CarmicuakL, Jr., M.D. 


Peripheral Nerve Injuries. 2nd ed. By Webb Haymaker, M.D. 
and Barnes Woodhall, M.D. Pp. 333. Price, $7.00. W. B. 
Saunders Co., Philadelphia, 1953. 


This excellent volume deals with all the practical 
knowledge interesting the practitioner and involving 
embarrassment, injury or disruption of the peripheral 
nervous system. After perusal of the first section, con- 
tained in fifteen pages, the reader is fully cognizant of 
things long forgotten regarding the fundamental plan 


and operation of the peripheral nervous system in its 
relationship to the spinal cord. In this section, as 
throughout the book, illustrations are well drawn, quite 
graphic and easily interpreted. 

From here on, the book takes up in complete detail 
the modes of recognition, the methods of diagnosis of 
each individual peripheral nerve or the combination 
thereof, and outlines by diagram, photograph and 
diagnostic illustrations exactly how diagnosis may be 
accomplished when aided by these diagrams, photo- 
graphs and schematic representations. 

The material contained is derived principally from 
the extensive experience of the author during the 
second world war, and from follow-up studies of the 
results of the surgical treatment emanating therefrom. 

Of particular interest to anyone who may encounter 
embarrassment or injury of the peripheral nerves, how- 
ever infrequently, is the mode by which diagnosis is so 
graphically illustrated by photographs and line draw- 
ings, and these adjuncts, coupled with the very lucid, 
clear-cut text, enable even the unfamiliar person to use 
the volume for the precise and accurate diagnosis of 
any nerve lesion or combination of lesions occurring at 
any level. The book is totally uncluttered by detailed 
accounts of the surgical manipulation in the correction 
of such injuries, as it should be since these details are 
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well delineated in other volumes, some by the same 
authors. 

In the opinion of the reviewer anyone even occasional- 
ly encountering dysfunction of the peripheral nervous 
system will find this volume of inestimable aid. 

—F. A. CarmicuakL, Jr., M.D. 


Neurosurgery in General Practice. By Adrien Ver Brugghen, 
M.D. Pp. 665. Price, $14.00. Charles C Thomas, Spring- 
field, Ill., 1952. 


This interesting book is written by a neurosurgeon of 
unquestioned ability and wide clinical experience. The 
book is admirably organized for use as a ready and 
practical reference by the practitioner of any branch of 
the medical art, and begins with a lucid, clear and 
concise description of head injuries, from which it 
progresses to injury of the cranial bones and their re- 
lationship to intracranial injury. Its discussion of the 
surgical complications of head injury in the form of 
various hemorrhages is again clear, useful and well 
illustrated. From here the book takes up all problems 
relative to neurosurgery, with an especially interesting 
chapter on head injuries in children, progressing 
through spinal cord injuries, spinal cord tumors, the 
neuralgias, the handling of intractable pain. In each 
chapter and under each designation, the author gives 


practical, down-to-earth descriptions of signs ani 
symptoms which any practitioner can appreciate. 

In each chapter heading and under each general dis- 
cussion, valuable suggestions as to management and spe- 
cific forms of treatment are outlined with clarity and 
brevity. 

The book is admirably illustrated, in most instances 
by photographs and very excellent line drawings, and 
is for the most part devoid of the complicated and 
sometimes distressing diagrammatic circuit plans of 
neurologic pathways. 

Throughout the volume the details of surgical tech- 
nique are appropriately omitted or remarked on quite 
briefly, in deference to the more practical points of di- 
agnosis and treatment. 

There is contained a particularly lucid discussion of 
herniated nucleus pulposus and related spinal and 
spinal root embarrassments. 

The book is sprinkled with a great many observations 
from the personal experience of the author and in no 
place is it cluttered up with the usual bibliographic 
references. These, in fact, are held to a minimum and 
appear at the end of each chapter very briefly. 

The reviewer feels that this is a book which belongs 
in the library of any practitioner who deals clinically 
with people. —F. A. CarmicuakL, Jr., M.D. 
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Pulmonary Tuberculosis. 3rd. ed. By R. Y. Keers, M.D. and B.G. 
Rigden, M.D. Pp. 324. Price, $5.50. E. & S. Livingstone, 
Ltd., Edinburgh, 1953. 

This handbook was written primarily for the medical 
student and general practitioner. In a concise and pre- 
cise fashion the authors have outlined the current status 
of pulmonary tuberculosis. 

The necessity of preparing the third edition of this 
work has been caused by the tremendous advances in 
the field of tuberculosis in the six years since the second 
edition was published. This edition has been almost 
entirely rewritten because much of what was taught in 
1946 is outmoded. Recent progress in pathology, epi- 
demiology and resistance, bacteriology, diagnosis, after- 
care and prevention is adequately discussed. Modern 
concepts of treatment, including chemotherapy, col- 
lapse therapy and thoracic surgery, are accurately 
presented, 

There are numerous fine illustrations and roentgeno- 
grams printed on high grade glossy paper. Accompany- 
ing the roentgenograms are explanatory line drawings 
which are helpful in the interpretation of the lung 
lesions. 

This book can be recommended highly for general 
practitioners who desire to achieve a balanced per- 
spective of the subject. —Sor Katz, M.D. 


Fundamentals of Neuropathology. By William Brooks Dublin, 
M.D. Pp. 697. Price, $18.50. Charles C Thomas, Spring- 
field, Ill., 1954, 

The format of this book is excellent; the type is large 
and easily read, the table of contents is clear and fairly 
complete. 

There are 786 excellent illustrations of both gross 
and microscopic material with fine descriptions ac- 
companying them. 

There are fewer chapters than in the usual outlines 
of neuropathology. This means an attempt to include 
diseases under as wide a scope as possible. As a conse- 
quence some diseases which could overlap are classi- 
fied mainly under one category, e.g., multiple sclerosis 
as inflammatory or hypertension as metabolic. De- 
generative vascular disease is not treated as a single 
category but included under the general category of 
metabolic diseases. 

A useful chapter not usually found in books of this 
type is the first, on methods, which includes public 
relations, autopsy technique and staining technique. 

Under autopsy technique there is a short description 
of methods of removing brains and spinal cords. The 
description of the staining techniques is adequate. 

In the general information there are several state- 
ments which one might question. For example; on 
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page 65 there is an incomplete description of the distri- 
bution of the anterior choroidal artery. In view of the 
fact that this artery has become important in the neuro- 
surgical treatment of Parkinsonism, more accurate de- 
tail should be given. 

One might also object to the statement on page 357 
that surgical treatment of cervical discs is relatively 
hazardous and ineffective. Distinction should be 
made between the lateral and midline disc; lateral 
cervical discs may be completely cured or greatly im- 
proved in a majority (60 per cent) of cases. 

The estimate on page 581, that the neurologic system 
is involved in 10 per cent of cases of diabetes seems to 
be a low estimate if one includes the mild peripheral 
neuropathy manifested by reflex changes and mild 
paresthesias. 

A major objection may be raised on the classification 
of multiple sclerosis as “manifestly inflammatory.” 
While there are cases with evidence of inflammation 
reaction, these are in the minority and only serve to 
accentuate the probability that multiple sclerosis has 
various causes, among which is inflammation. 

These are relatively minor criticisms and take little 
from the general value of the book. 

In general it is an excellent book whose interest and 
value would be limited to medical students, students of 
neuropathology and those general pathologists who 
find it necessary to handle their own neuropathologic 
material. It would be of much less value to the general 
practitioner who might, however, profit from the chap- 
ters on metabolic disturbances, especially the aging 
process, arteriosclerosis and hypertension. 
—Desmonp S. O’Douerty, M.D. 


Lung Cancer. By Seymour M. Farber, M.D. Pp. 157. Price, 
$4.75. Charles C Thomas, Springfield, Ill., 1954. 


The entire subject of bronchogenic carcinoma is, as 
never before, a matter of intense public and professional 
interest. If a sexual angle could be discovered, works on 
lung cancer might reasonably be expected to outsell 
Kinsey. There have been numerous articles, few com- 
prehensive books, on the disease. Knowledge has reached 
the point at which a monograph incorporating the 
known and generally acceptable facts, and discarding 
most pure speculation, is desirable. 

I know of no one more fitted to produce such a com- 
pendium than Sy Farber, who, while conducting a large 
research program at the University of California Medical 
Center, has remained intellectually sober by partaking 
of cool drafts of the spring water of practicality. 

Those of us who must treat the patient, not merely 
toy with the disease, will welcome these 157 pages that 
consider most of what is known, and what may be rea- 
sonably assumed, of lung cancer. Etiology, or at least to- 
day’s fragment of it, is dealt with at just sufficient length. 
Histopathology cries for full-color illustrations, and 
would have been well worth the extra cost. Black and 
white never does justice to tissue section photographs. 


GP « Volume X, Number 4 


es 
N ew 0. 
ock ef N b 
| 
j — 
{ 
| 


The text is good, however, and the section on clinical 
features is especially so. It is notable that Dr. Farber 
values color highly enough to provide a page of illustra- 
tions of sputum smears in the portions dealing with 
cytologic diagnosis. 

The vital contribution of roentgenology embraces the 
several techniques of diagnosis, which are all briefly dis- 
cussed, including the interesting tomogram. 

Well written and easily read throughout, this work of 
Dr. Farber’s makes its greatest impression in the two 
chapters dealing with treatment—surgical and nonsur- 
gical. A nonsurgeon, but still with a completely fair and 
objective viewpoint on all avenues of approach, he has a 
praiseworthy and down-to-earth consideration of just 
what can be done for the whole patient—not merely the 


hoped for ideal of separating him from his malignancy . 


and/or other tissues. I like his caution in considering 
that a medically well-managed carcinomatous patient 
may well do better than a surgically quartered one. 
There is quite a bit of sound and excellent medical phi- 
losophy to be found here, written by a man whose con- 
tact with a great teaching institution has left his concept 
of medical practice refreshingly unwarped. 

Don’t be fooled by its diminutive size. This is an im- 
portant book. —Francis T. Honces, M.D. 


Peripheral Circulation in Man. A Ciba Foundation Sympo- 
sium edited by G. E. W. Wolstenholme and Jessie S. Free- 
man. Pp. 219. Price, $6.00. Little, Brown and Company, 
Boston, 1954. 


Once again the Ciba Foundation is to be compli- 
mented. Nowhere can one find such authoritative 
coverage of a complicated subject put forth in simple, 
instructive, and informal style. Where else in a single 
setting could one listen to George Burch elaborating on 
his plethysmographic method for measuring blood 
flow to the digit, and R. T. Grant expounding 
vascular reactivity following sympathectomy? The 
speakers are reciting data from their own laboratories— 
relating their own observations. Loren Carlson tells of 
his studies on exposure to cold done while he was in the 
Alaskan Air Command. 

Heated discussions in an informal manner follow 
each presentation, giving the reader the advantage of 
many viewpoints. The book is well organized, clearly 
presented and simply illustrated. All aspects of the 
peripheral circulation in man are thoroughly reviewed 
in an up-to-date fashion. This book will serve as an 
excellent reference for the general practitioner and will 
most assuredly be “the bible” for those interested in 
cardiovascular research, vascular surgery and internal 
medicine. —Frank A. Finnerty, Jr., M.D. 


Psychophysiologic Medicine. By Eugene Ziskind, M.D. Pp. 
370. Price, $7.00. Lea & Febiger, Philadelphia, 1954. 


This book is something new in the realm of psycho- 
somatic, psychiatric or psychologic medicine. The 
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reason—it has been written out of the experience of 
assisting a group of general physicians to attain 
knowledge and skill in diagnosing and treating in this 
field. 

We have two kinds of patients, good and bad. The 
bad ones are those we do not understand and fail to 
treat successfully; the ones that always complain; the 
ones that annoy us at all hours; the ones that are de- 
manding, dependent and unpredictable. As conscien- 
tious physicians, we find them disappointing and baf- 


fling, and with them and their problems we become . 


frustrated and ill at ease. We often lose interest and 
encourage them to move on. At least one out of every 
two patients falls into this category. 

Those of us who were graduated from medical school 
more than ten years ago had very inadequate training in 
this half of the diagnostic and therapeutic needs of our 
clientele. Some of the more recent graduates have had 
better training and the opportunity to attain skill in 
diagnosis and treatment. Many of us don’t even recog- 
nize our defect and need. Most books have been too 
technical. The psychologists and psychiatrists have 
been too isolated; they have been too argumentative 
and confused among themselves. The current litera- 
ture cannot hope to fulfill our needs because it is so 
fragmented, confused in terminology and uncoordinat- 


ed. Imagine trying to learn obstetrics or surgery fro 
the current literature. Well, the same difficulties ap- 
ply to the learning of the basic psychiatric concepts. 

The first two-thirds of this book deals with diagnosis 
and therapy in a straightforward, practical manner. 
The author avoids supporting the theories of “schools” 
of psychiatric thought. In the last third of the book he 
does spend four chapters on the theories of the major 
current schools. The very practical reader can stop 
before he arrives at this point but I found it stimulating 
reading. I believe reading them is well worth the time 
and slight effort they entail. 

This book will be very useful for the physician who 
really wants the most practical approach yet found to 
the psycho-emotional problems of medical practice and 
to those who want to use the experiences of this group 
of general physicians and psychiatrists at Cedars of 
Lebanon Hospital in Los Angeles to set up a similar 
program of cooperative education for themselves. 
This is the best book that I have found in this field. 

—Srantey R. Truman, M.D. 


Cardiovascular Surgery. By Gerald H. Pratt, M.D. Pp. 843. 
Price, $15.00. Lea & Febiger, Philadelphia, 1954. 


This text provides a thorough discussion of the field 
of cardiovascular surgery. It is intended primarily for 


Mild thyroid deficiency “‘is a fairly common condition... 
characterized by weight gain, lassitude, brittle fingernails, 
coarse hair and menstrual abnormality.’”’ Thyroid medi- 
cation is an essential part of the reducing regimen of such 


patients,”* 


thyrar’ 


prepared exclusively from beef sources... provides whole 1. Buxton, C. L., and Vann, F. H.: New England 


gland medication at its best. Superior uniformity assured 


by chemical assay and biological test. 


Standardized equivalent to Thyroid U.S. P. 
Tablets of 4%, 1 and 2 grains. 


A: 


Bottles of 100 and 1000. 


J. Med. 236:536, 1948. 

2. Douglas, H. S.: Western J. Surg. Obst. & 
Gynec. 59:238, 1951. 

3. Cushny, A. R.: Textbook of Pharmacology 


and Therapeutics, ed. 10, Philadelphia, Lea & 
Febiger, 1943, pp. 436-437. 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY @ CHICAGO 11, ILLINOIS 


GP « Volume X, Number 4 


mi roid deficiency... 
=3 
: = 
ere 
146 


surgeons and internists, and it is for them that it will 
hold greatest interest. 

However, portions of Cardiovascular Surgery should 
prove to be of great value to physicians in all fields of 
medicine. 

In reference to this latter point, two sections are par- 
ticularly noteworthy. One deals with the venous system 
and the other with the arterial system. In these sections 
the diagnosis and management, both medical and sur- 
gical, of common vascular disorders are discussed with 
graphic simplicity. 

Every physician, in his daily practice, will find prac- 
tical application for the information which is set forth 
in these sections. 

The section dealing with cardiac surgery represents 
an up-to-date evaluation of a rapidly changing and ex- 
panding field. While discussion of technical features will 
be of limited interest, this section, too, is of value to the 
general practitioner. 

From it he will become familiar with recent surgical 
opportunities available to his cardiac patients, their 
advantages and pitfalls. 

This volume, written by a distinguished surgeon, is 
well organized, well illustrated and presented in very 
readable style. While intended primarily for a special- 
ized group, every physician who is confronted with 


cardiovascular problems will find it a valuable reference, 


—James E. Firzceratp, M.D. 


Fundamentals of Otolaryngology. 2nd ed. By Lawrence R. Boies 
M.D. Pp. 487. Price, $7.00. W. B. Saunders Co., Philadel- 
phia, 1954. 


Here is a second edition of a book that is perhaps de- 
signed more for the medical student than for the prac- 
ticing physician. 

However, the text is such that the busy general prac- 
titioner will not only enjoy reading it but may gain a 
refreshed knowledge of some of the principles of oto- 
laryngology. 

This subject has undergone changes just as have other 
fields of medicine. 

It has become difficult at times to find enough mas- 
toid surgery for the medical student to see. There is a 
reduced number of acute infections involving the ear, 
nose and throat and a reduction in the necessary sur- 
gery pertaining thereto. 

On the other hand, the present-day, well-trained 
otolaryngologist is able to treat almost all soft tissue 
conditions in the neck and has become a part-time plas- 
tic surgeon as well. 

The subject is well covered in the text and is illus- 
trated adequately by frequently interspersed drawings 
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and photographs. This text does not go into minute de- 
tail but then it was not meant to do so. It is a good text 
for the medical student and for the general practitioner 
who wishes to refresh his knowledge. 

—ArTHUR N. Jay, M.D. 


Practical Electrocardiography. By Henry J. L. Marriott, M.D. 
Pp. 159. Price, $5.00. The Williams & Wilkins Company, 
Baltimore, 1954. 


The author gives an excellent description of this 
manual by indicating his four objectives. One, to em- 
phasize the simplicities rather than the complexities 
of the electrocardiogram; two, to give the reader only 
those electrophysiologic concepts that make everyday 
interpretation more intelligible without burdening him 
with unnecessary detail; three, to cover all diagnostical- 
ly important electrocardiographic patterns; and four, 
to provide adequate illustrations and in every instance 
to have the illustration conveniently situated to the 
reader as he reads the descriptive text. 

The introductory note precisely defines the values 
and the limits of electrocardiography in clinical use. 
The first five chapters cover in simple language elec- 
trodes and leads, rhythm and rate, the normal complexes 
and intervals, axis deviation, genesis of the precordial 
pattern, and intrinsicoid deflection. The remaining 
nine chapters take up specific diagnostic problems and, 
after the discussion and illustration of each, there is 
printed a three-to-five-phrase condensation of the 
salient features of that problem. 


The physical makeup of this book is excellent. It is © 


profusely illustrated, well indexed and easy to read. 
I recommend it to every general practitioner who has 
access to electrocardiographic tracings, as a most 
useful guide to the clinical interpretation of electro- 
cardiograms. —Gerorce L. M.D. 


Man Above Humanity. By Walter Bromberg, M.D. Pp. 342. 
Price, $5.75. J. B. Lippincott Co., Philadelphia, 1954. 


Man Above Humanity is truly a history of psycho- 
therapy; it is the story of mental healing “from the 
cave to the couch.” 

Dr. Bromberg has left nothing to be desired in his 
research on the history of mental healing from past to 
present. This volume accomplishes its mission superbly. 
The printing is easily readable and in good taste; and 
the insertions of bibliographies at the bottom of each 
page are quite helpful. 

This reviewer believes that general practitioners in- 
terested in the history of psychotherapy would enjoy 
reading this fine volume in easy stages; for the psy- 
chiatrist and others in the field of psychotherapy, this 
book is a must. 

The reviewer would also like to compliment the pub- 
lisher and artist on the tastefully accomplished jacket 
design. 

—TI. Puiturrs Frouman, M.D. 
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PRESIDENT’S 
RECEPTION 


ASSEMBLY 
CLOSES 
12:00 
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Seventh Annual Assembly Program Is Ready 


Next Marcu 28, when you settle into your com- 
fortable seat in the Los Angeles Shrine Auditorium, 
it will be to hear one of the most unusual programs 
ever presented at a medical meeting. The Seventh 
Annual Scientific Program will be outstanding 
because it is practical, replete with authoritative 
teachers, and sparked with human interest features. 
What makes it unique among medical programs is 
that it contains what a representative cross section 
of Academy members asked for. 

As soon as Dr. Andrew Tomb was appointed to 
the chairmanship of the 1955 Committee on Scien- 
tific Assembly, he announced his determination to 
give general practitioners the kind of program they 
felt would be most useful, rather than one the 
committee felt they ought to have. So he prepared 
a comprehensive questionnaire, which was mailed 
to every tenth name on the Academy membership 
list. The response, volume-wise, was amazing, indi- 
cating a high degree of interest in the problem. 

Analysis of the returns also indicated that a 
lot of physicians have some very definite ideas 
about the kind of program they like and the kind 
of speakers they want to present it. Mixed in among 
the returned questionnaires, of course, was the 
usual percentage of extremists: the ultraconserva- 
tive who wanted nothing but medical therapy and 
surgical technique; the “radical” who wanted large 
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quantities of psychiatry and medical philosophy ; 
and the fellow who thought the entire program 
should be devoted to one disease entity in which he 
had a personal interest. The big majority of the 
respondents, however, were middle-of-the-road. 
They wanted a good nucleus of “how-to-treat” 
presentations, but they were also obviously eager 
for more help on how to evaluate the patient as a 
person and how to handle other non- and semi- 
scientific problems. The committee has created a 


Dr. Andrew S. Tomb, Victoria, Texas, under whose guidance the 
outstanding program for the 1955 Scientific Assembly has taken 
shape in record time. 


Reports and News 


program which it believes will meet that majority 
demand. 

Most of the questionnaires also indicated a pref- 
erence for the panel discussion type of presentation. 
You will find seven such panels on the Los Angeles 
program. And, emphatically, it was stressed that 
the two prime requisites for any teacher are: 
knowledge of the subject and ability to present it 
understandably. Whether he was a “Big Name” in 
the medical firmament was relatively unimportant, 
per se, in their opinion. 

So, as we stated in the beginning, the 1955 
Scientific Program represents the committee’s con- 
scientious effort to give you and your fellows what 
you asked for. Covering a wide range of subject 
areas, from allergy to x-ray, it has a fresh change of 
pace that should keep every session stimulating 
and full of interest. You will go home knowing a lot 
more about peripheral vascular disease—and also 
how to tell a family that one of its members can’t 
possibly live. You will hear three of the nation’s 
top authorities on diabetes—and also discover why 
most of you are poor insurance risks and what to 
do about it. You will spend one entire afternoon 


delving into the multiple aspects of “Childhood 
Disasters”—and be kept on the edge of your seat 
by an analysis of crime detection from the medica! 
viewpoint. You will learn the most successful tech- 
niques in treating ambulatory fractures—and what 
to do about the injured football player (discussed 
by a prominent team physician and two of the 
country’s best known coaches). 

All in all there won’t be a dull moment—nor an 
unprofitable one—from noon on Monday, March 28. 
to noon on Thursday, March 31. Some people have 
been jokingly nicknaming this the “Lucky Seventh 
Assembly,” but there is no joke about the wide 
spectrum of valuable medical knowledge which will 
be covered in Los Angeles during four days next 
March. 

If you have been telling your wife: “Someday 
we’re going to visit Sunny Southern California,” 
now is the time to tell her: ‘‘We’re going to the 
Seventh Annual! Assembly.” 


See Formal Lecture Program on page 150, and 
hotel reservation form and information on pages 
166-167. 


In spastic and occlusive vascular diseases 


TENSODIN 


Tensodin is indicated in angina pectoris and 
other coronary and peripheral vascular condi- 
tions for its antispasmodic, vasodilating and 
sedative effects. The usual dose is one or two 
tablets every four hours. No narcotic prescrip- 
tion is required. 


Each Tensodin tablet contains ethaverine hydrochloride 
(non-narcotic ethyl homolog of papaverine) 14 grain, pheno- 
barbital 4 grain, theophylline calcium salicylate 3 grains. 
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Members of the board of representatives of the AAGP’s newly-formed sister organization, the College of General Practice of Canada, 
are (front row, left to right): Dr. Armand Rioux, Dr. J. H. Black, Dr. C. L. Gass, Dr. M.-R. Stalker, Dr. W. V. Johnson and Dr. Pat 
Rose. In the back row are: Dr. Wendell Macleod, Dr. Fritz Werthenbach, Dr. Carmi Warren, Dr. L. G. Dewar, Dr. W. Wilford, Dr. Melville 
Rice, Dr. John Walsh, Dr. E. C. McCoy, Dr. Jack McKenty and Dr. Maurice Hobbs. Dr. Alex Macleod is not shown. 


Membership Mounts in Canadian College of General Practice 
Dr. Hildebrand Speaks at College’s Official Launching in Vancouver 


On June 30, following its official launching on June 
17 in Vancouver, British Columbia, the College of 
General Practice of Canada had received more than 
400 applications for membership, Dr. W. V. John- 
ston, executive director of the new college, reports. 

At that time there had also been 135 donations to 
the Foundation Fund with receipts from donations 
and dues totaling $21,500. 

Installation of the president for the college came 
at a luncheon in Vancouver on June 17 with Dr. 
Fritz Strong, president of the Canadian Medical 
Association, installing Dr. Murray Stalker, Orms- 

town, Quebec, as_ the 
first president of the Col- 
lege of General Practice 
of Canada. 

In a recent newsletter 
to medical publications 
Dr. Johnston pointed 
out that the college was 
founded on the belief 
that family doctors in 
Canada appreciate their 
“duty to maintain and 


W. V. Johnston, M.D. 


improve their standards and to make themselves 
ever better and more useful general practitioners.” 

At the initial launching of the college most of 
Canada’s leading physicians were present and Dr. 
W. B. Hildebrand, president of the American 
Academy of General Practice, was a special guest. 
In his message to the AAGP’s sister organization, 


A token from the Island of Cos. Dr. T. C. Routley (left) presents a 
hand-carved gavel made from an ancient tree on the Island of 
Cos, birthplace of Hippocrates, to Dr. Murray Stalker (right), the 
new president of the College of General Practice in Canada. 


— — 


he pointed out that it was as right and as inevitable 
that the family physician have an academic body 
through which his voice can be heard as for the 
surgeon or the internist to find much of his expres- 
sion through his particular organization. 

**The College of General Practice and the Ameri- 
can Academy of General Practice are giving and will 
give general medicine in your country and in mine, 
a better sense of direction,” he said. 

Dr. Hildebrand also stated that such a movement 
as the College of General Practice must be accepted 
in full measure by all other organized medical 
groups and that the Canadian college is fortunate 
to have the wholehearted support of organized 
Canadian Medicine. 

In addition, he believed that the college must 
continue to be nurtured and actively supported by 
the parent body, because the problems of the family 
doctor, as an integral part of our society, are not 
only the problems of the individual physicians but 
of the whole profession of medicine. 

A recorded message from Dr. William Pickles, 
president of the College of General Practitioners of 


Great Britain, brought congratulations and best 
wishes to the new group. 

A special feature of the meeting was the presen- 
tation of a gavel made from a plane tree believed to 
be 3,000 years old on the Island of Cos, birthplace 
of Hippocrates. The presentation of this hand- 
carved gavel, a token from the Hippocratic Medical 
Society of the Island of Cos, the oldest medical as- 
sociation in the world, dating back to 400 B.C., was 
made by Dr. T. C. Routley, former Consultant 
General to the World Medical Association (see cut). 


Dr. Hodges’ Family Doctor Article 
Draws Big Response from Public 


Tue mpact which the article, “I’m a Family Doc- 
tor,” authored by Academy member, Dr. Francis T. 
Hodges of San Francisco, has made on the Ameri- 
can public is evidenced by the deluge of inquiries at 
Academy headquarters requesting information on 
finding a family doctor. 

Dr. Hodges’ article which ran in the August 6 
issue of Collier’s has proved to be one of the most 
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successful features yet 
printed in the public press 
concerning the general 
practitioner’s lot. Recog- 
nizing the importance of 
sucha story, Collier’s used 
it as a circulation measure 
and blanketed the country 
with placards, featuring 
Dr. Hodges’ “‘self-con- 
fessed” article (see cut). 

The former president 
of the California chapter 
pointed with pride to the 
fact that he is a garden-variety general practitioner 
—a family doctor. In referring to the family doctor’s 
comeback, Dr. Hodges stated this was a necessity 
since the general practitioner had been relegated to 
being the stepchild in the medical family. 

“Some of our most prominent surgeons became 
increasingly articulate in expressing their belief that 
a general practitioner should use a knife only at the 
dinner table,” he said. 


Francis T. Hodges, M.D. 


Dr. Hodges qualified 
that he was not trying to 
make a case against the 
specialist but he was mere- 
ly interested in placing 
the family doctor in his 
true position. He pointed 
out the physiologic as well 
as the economic difficul- 
ties which patients en- 
counter when they turn 
all their medical problems 
over to specialists. 

On the other hand he 
mentioned the benefits 
which can come from hav- 
ing a family doctor who 
treats the patient as a 
whole—who knows his family background. Dr. 
Hodges emphasized the family doctor’s role in 
practicing preventive medicine which saves on the 
medical budget in the long run. A family doctor also 
considers his patient’s economic well-being. 


Nationwide billing was given 
Dr. Francis T. Hodges’ arti- 
cle, “I’m a Family Doctor,” 
through these placards which 
Collier’s distributed through- 
out the country. 
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He advised persons moving to a new area to write 
to national AAGP headquarters for help in finding 
family doctors. The deluge of mail received in Kan- 
sas City bears witness to the wide readership. 

Dr. Hodges concluded in his article that a gen- 
eral practitioner’s char.ces of gaining fame as com- 
pared with a specialist are truly small but the pa- 
tient’s good will and the fine relationship between a 
family and its doctor—the feeling of being referred 
to as “‘my doctor” is a reward few specialists know. 


Exchange Physician from England 
Here To Observe American Medicine 


Dr. W. W. Gerrarp of Banstead, Surrey, England, 
who is a participant in the exchange program be- 
tween members of the American and British Medical 
associations, was a guest September 24-25 at 
Academy Headquarters in Kansas City. 

AAGP Executive Secretary Mac F. Cahal assisted 
Dr. Gerrard in working out his itinerary so that 
he could observe American medicine, with particu- 
lar attention on general practice. 


During his stay in Kan- 
sas City, the British phy- 
sician also visited the 
University of Kansas 
Medical Center and sev- 
eral local members of the 
Academy. 

Other visits were made 
with President-elect John 
R. Fowler while Dr. Ger- 
rard was in Massachusetts, 
with Dr. Kenneth Scatliff 
in Chicago, President W. 
B. Hildebrandin Menasha, _ 
Wis., Dr. Francis Hodges in San Francisco, Drs. 
Loren Shroat and Herbert Hartley in Seattle, Wash., 
Dr. Merlin Newkirk while in Los Angeles, Dr. Joel 
Gray in New Orleans, and Drs. I. Phillips Frohman 
and Hugh H. Hussey in Washington, D. C. 

Dr. Gerrard’s tour covering general practice in 
this country will end with a visit in New York 
City and a chat with Dr. Samuel Garlan before 
sailing on the Mauretania back to England. 


W. W. Gerrard, M.D. 
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Honorary AAGP Member Heads Federal 
Public Health Spending Committee 


Dr. Franxuin D. Murpuy, an honorary member of 
the Academy (see cut), has been named chairman 
of a committee to study all angles of federal public 
health spending, the Commission on Intergovern- 
mental Relations has announced. 

Dr. Murphy, who is chancellor of the University 
of Kansas, called the study committee’s first meet- 
ing in late July at Washington. The committee’s 

recommendations on 
health grants and the ex- 
tent of federal aid to state 
and local governments will 

be given to the commis- 
sion. 

Grants last year for hos- 
pital construction, health 
services and disease con- 
trolexceeded $150 million. 


Franklin D. Murphy, M.D. 


Medical Quotes Used Out of Context 
Can Result in Distorted Version 


Tue prosiEMs which arise from lifting material out 
of context from medical publications and using 
it for lay readers were covered recently by John L. 
Bach, director of Press Relations of the AMA, in the 
Medical Annals of the District of Columbia. 

Mr. Bach used a Reader’s Digestarticle, ‘‘Hysterec- 
tomy: Medical Necessity or Surgical Racket?”’, as 
an example. The. author had lifted material out of 
context from six different medical publications 
giving a twisted sensational story which was actually 
detrimental to the medical profession and unfair 
to the original authors of the statements. 

Mr. Bach pointed out that unhappily little can 
be done about correcting the situation. As long as 
a lay publication gives credit to the quoted journal 
(no matter how sparsely an article may be quoted) 
there is little that can be done. The only solution, 
as Mr. Bach sees it, is for physicians “to give 
thought to more cautious use of words in the 
articles they pen for medical journals.” 
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He points out that a physician’s expression often 
is shocking if taken literally. Laymen are prone to 
misunderstand. Consequently physicians must weigh 
their words for exact meaning, keeping in mind 
how the words they use will sound outside the 
profession. 


Vanderbilt Medical School Places 
Environmental Medicine on Curriculum 


APPLIED SOCIOLOGY in the form of medical social 
service is the basis of a course required of all students 
in Vanderbilt University School of Medicine at 
Nashville, Tenn. 

Dr. John B. Youmans, dean of medicine, said 
that the project called Social and Environmental 
Medicine was begun with the realization of de- 
ficiencies in the meaning of social and emotional 
factors in medicine and the need of understanding 
people as a complement to scientific learning. 

Preparatory to establishing his own practice, 
the student acts as family health advisor among 
selected families, continuing contact through his 


four years. He learns the human aspects of illness, 
seeing the patient as a person, a member of « 
family unit and of society. It lays the background 
for an early understanding of the doctor-patient 
relationship. 


Medical License Total in 1953 
Surpasses Previous Year’s Number 


Last YEAR 14,434 licenses to practice medicine 
were issued by the 48 states, the District of Colum- 
bia, Alaska, Canal Zone, Guam, Hawaii, and Puerto 
Rico, it was announced in the 52nd annual report 
on medical licensure of the AMA’s Council on 
Medical Education and Hospitals. This is an in- 
crease of 1,206 over the number issued the previous 
year and the third largest number issued in the 
history of this country. 

Of the total number of licenses, 6,565 were 
granted after written examination and 7,869 by 
reciprocity or endorsement of state licenses or the 
certificate of the National Board of Examiners. 

It was announced earlier that an all-time record 
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number of 218,522 physicians were licensed to 
practice medicine in the nation at the close of last 


year. 


Special Ceremonies for Mead Johnson 
Winners Held in Virginia and Chicago 


ONE OF THE Mead Johnson General Practice Scholar- 
ship winners to begin his residency in July, Dr. 
Robert E. Sotta, was honored at a recent meeting 
of the Tidewater (Virginia) chapter and received 
the certificate signifying his residency scholarship 
award, 

Dr. Sotta of Pittsburg, Kansas and a graduate 
of George Washington University School of Medicine 
in Washington, D. C., completed his internship at 
the U.S. Public Health Service Hospital in Norfolk 
in July and is now taking a residency in general 
practice at Sacred Heart Hospital in Spokane, 
Wash. 

The certificate presentation was made to him 
by Dr. Harry M. Frieden of Norfolk, a member of 
the Virginia chapter’s board of directors. Dr. Walter 


B. Martin, president of the AMA, was guest speaker 
for the evening. 

Dr. Daniel J. Murphy, who was named one of the 
1954 Mead Johnson winners while he was a senior 
medical student at Stritch School of Medicine, 
Chicago, was presented his certificate of award at a 
graduation luncheon attended by the senior stu- 
dents, their families, guests and faculty members 
in Chicago. The presentation was made by Illinois 


chapter president, Dr. Pliny R. Blodgett. 


Nation's Medical Facilities Keeping Pace 
With Population—Drs. Martin and Crosby 


Docrors, nurses, and hospital facilities of the 
nation are keeping pace with America’s rapidly in- 
creasing population, two noted medical authorities 
reported recently on “It’s Your Business,” a series 
of broadcasts sponsored by the National Association 
of Manufacturers. 

New AMA president, Dr. Walter B. Martin of 
Norfolk, Va., reported: 


“There is one doctor for every 740 persons in 
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this country, or one practicing physician to every 
1,000 persons.” 

He pointed out that the rate of medical graduates 
has increased about 10 per cent in the last two 
years, or 2 per cent more rapidly than the increase 
in population. 

Dr. Edwin L. Crosby, director of the American 
Hospital Association, revealed, ‘There are more 
nurses than ever before.” He said “about 4.5 per 
cent of the girls, who are 18 years of age, are going 
into nursing each year and the proportion has been 
increasing ever since the end of the war.” 

Dr. Crosby said he thought there are enough 
hospital facilities in the nation today—the principal 
problem is one of utilization of these facilities. 

He added that the average cost per patient-day 
in general community hospitals is $20 a day. The 
average cost for the country is much less than that— 
only $9 a day. He said the reason for this is that 
the cost in mental hospitals is $2.50 a day, and the 
average is brought so low because more than 51 
per cent of the patients in hospital beds today are 
mental patients. 


1954 Grants to Nation’s Medical Schools 
Made by Fund for Medical Education 


GRANTS TOTALING $2,176,904.71 have been sent to 
the 79 medical schools in continental United States 
and one in Puerto Rico by the National Fund for 
Medical Education, Mr. S. Sloan Colt, fund presi- 
dent, reports. 

The money was made possible by gifts from busi- 
ness and the medical profession. Each of the 
four-year schools received $15,000 plus $25 per 
undergraduate medical student. Each of the two- 
year basic science schools received $7,500 plus 
$25 per student. Added to these grants were the 
gifts by individual doctors to designated schools. 

Mr. Colt, who is president of Bankers Trust 
Company in New York City, explains that business 
corporations contribute through the Fund’s Com- 
mittee of American Industry while the doctors 
give through the American Medical Education 
Foundation, set up by the AMA. 

Fund grants which are unrestricted are used by 
the schools primarily to fill teaching vacancies, to 
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create new faculty posts, and to initiate courses in 
areas of recent scientific advances. 

This year’s grants bring to $6,941,057.35 the 
total awarded to medical schools by the fund since 
1951 when its first awards were made. 

Hailing the addition of the University of Puerto 
Rico Medical School to the ranks of American 
medical schools, Mr. Colt pointed out that this 
sharpens the need for corporation support. 

*‘We now have 80 medical schools on whom rest 
the entire burden of training doctors to meet the 
medical and health needs of our 160,000,000 peo- 
ple,” he said. 


Record-Breaking Enrollment Reported 
At Saranac Lake’s Annual TB Symposium 


Tuirty-FivE Doctors, the largest number ever to 
enroll at the annual tuberculosis symposium for 
general practitioners at Saranac Lake, N. Y., at- 
tended this year’s session. These doctors came 
from 12 states, Canada, and Bermuda. 

It was sponsored by the American Trudeau So- 


cieties, the Adirondack (New York) counties’ 
chapter of the AAGP and the local medical so- 
cieties. The symposium was designed to cover all 
important aspects of chronic pulmonary diseases 
from the general practitioner’s point of view. 

In addition to lectures and panel discussions, 
there were many demonstrations in fluoroscopy, 
x-ray techniques, bacteriology, pathology and phy- 
siology. The family doctors also had the oppor- 
tunity to make patient rounds at many of the 
sanatoria located in the Saranac Lake area. 

It is anticipated that this symposium will be 
held for the fourth time next year. 


Several AAGP Representatives Featured 
On KU's Industrial Health Symposium 


A THREE-DAY SYMPOSIUM on Industrial Health and 
Occupational Medicine beginning on Monday, 
December 6 at the University of Kansas Medical 
Center, Kansas City, Kans., will feature several 
Academy members and two members of the AAGP 
headquarters staff. 
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Taking part in the program will be Dr. Charles 
F. Shook of Toledo, medical director of Owens- 
Illinois Glass Company and a member of the Joint 
Committee on Industrial Health of the AMA and 
the AAGP; Dr. William J. Shaw, chairman of the 
Academy’s Commission on Education; Mr. Mac F. 
Cahal, executive secretary of the Academy; and 
Mr. Charles Nyberg, executive assistant at AAGP 
headquarters in Kansas City. 


American Cancer Society Continues 
Clinical Fellowships Through 1955 


Tue American Cancer Society announces that its 
program of clinical fellowships, begun in 1948, 
will continue through the 1955-56 year with open- 
ings available starting July 1, 1955. 

The fellowships are available for editors of pro- 
fessional journals in general practice and spe- 
cialties, executive officers of teaching institutions 
approved by the AMA’s Council on Medical Edu- 
cation and Hospitals, coordinators of cancer teach- 
ing programs in medical schools, and chiefs of 


services who are now or who have been directly 
responsible for training of American Cancer Su - 
ciety Clinical fellows. 

All applications are handled by Dr. Brewster S. 
Miller, director of the Professional Education Sec- 
tion of American Cancer Society, Inc. in New York, 
N. 


Billing Graduates for Education Suggested 
Solution for Financing Medical Schools 


*“Buuinc” the medical school graduate for his 
education after he is established in practice is a 
way of solving the problem of deficit financing of 
the nation’s medical schools, Dr. Brian Bird of 
Western Reserve University School of Medicine 
suggested in a recent issue of The Journal of 
Medical Education. 

Dr. Bird points out that for many years tuition 
charges have not been equal to the education bill 
of medical students. Schools have met this situa- 
tion by appeals for gifts from alumni, individuals, 
corporations, fund raising organizations, charitable 
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foundations and, reluctantly, government agencies. 

State schools will be the only ones able to pay 
their bills, Dr. Bird believes, if costs continue to 
rise or private sources decrease. This would mark 
the end of private medical schools which many 
educators feel would be undesirable. 

According to Dr. Bird, a way out of this dilemma 
would be to regard the cost of medical school as a 
legal debt which the student assumes with the 
understanding that he is to pay it back within a 
certain number of years after graduation. He feels 
it would work no hardship to ask them to pay in 
full for the education which enables them to earn 
so much. 

The question of how the doctors who go into 
research and teaching instead of practice could 
pay their debts would be answered by raising their 
salaries so that they would be able to meet their 
obligation. Dr. Bird emphasizes that if tuition were 
raised to its full cost, and doctors were allowed to 
pay for their own education, the medical schools 
would be able to pay proper salaries to their 
faculties. 


AAGP Members Are Accomplished Golfers, 
Scores at San Francisco Tourney Reveal 


ACADEMY MEMBERS figured prominently in the recent 
American Medical Golfing Association’s 38th an- 
nual tournament which was held in San Francisco. 

The local chairman of the event was AAGP mem- 
ber, Dr. Paul S. Wyne, who was elected second 
vice-president of the association. Three of the four 
lowest gross scorers and the lowest net scorer were 
all general practitioners. 

Shooting in the low 70’s, the following Academy 
members were winners: 

Dr. Paul Travis of Huntington Park, Calif. 

Dr. Robert Thompson of San Francisco 

Dr. Quentin Wood of Seattle, Wash. 

Dr. Harry Hensler of San Anselmo, Calif. 


Medical News in Small Doses: 


Dr. R. B. Rosins of Camden, Ark., a past president 
of the AAGP, was the principal speaker at a ban- 


quet August 18 during the annual convention of 
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the National Association of Coroners in Little Rock. 
. . » Medical genetics, while still largely integrated 
with other courses, is now taught in about 55 per 
cent of the medical schools in the U.S. and Canada, 
Dr. C. Nash Herndon, associate professor of medical 
genetics at Bowman Gray School of Medicine at 
Wake Forest College, reports in The Journal of 
Medical Education. . . . Academy Director, Dr. 
Malcom Phelps of El Reno, Okla., has been named 
to the Oklahoma Crime Commission. . . . Dr. Hugh 
H. Hussey, GP’s medical editor, has been named 
to represent the Medical Society of the District of 
Columbia as counselor for the Georgetown Uni- 
versity chapter of the Student American Medical 
Association. . . . The American Heart Association 
and its affiliates have bestowed 169 awards totaling 
$953,370.71 on scientists engaged in research in 
the field of heart and blood vessel diseases. . . . 
Virginia’s Dr. James L. Hamner of Mannboro, has 
been elected president of the State Board of Health 
to fill the vacancy caused by the death of Dr. 
William Tate Graham. . . . A simple wheelchair 
that permits chair-ridden patients to climb and 
descend street curbs without the aid of another 
person has been demonstrated at the Research Di- 
vision of New York University’s College of Engi- 
neering. . . . Academy member, Dr. William R. 
Stovall of Washington, D. C., is the eighth recipient 
of the Theodore C. Lyster Award, given annually 
for outstanding achievement in the general field of 
aviation by the Aero Medical Association. . . . New 
appointments to standing committees of the Florida 
Medical Association include Academy members, 
Dr. Lloyd Massey of Quincy, Dr. William L. Mus- 
ser of Winter Park, and Dr. Walter W. Sackett of 
Miami. . . . The National Bureau of Standards has 
developed an electronic instrument which auto- 
matically detects changes in the physiologic con- 
dition of a patient under anesthesia throughout the 
course of an operation. A permanent record of the 
patient’s condition during the operation is also 
provided by recording. . . . “Operation Health 
Career Horizons” is a new project undertaken re- 
cently by the National Health Council to acquaint 
the nation’s 7 million high school students with 
the many careers in health now open to them. .. . 
The International Academy of Proctology an- 
nounces the establishment of a fellowship in proctol- 
ogy under the direction of Dr. Marcus D. Kogel, 
dean of the Albert Einstein College of Medicine. 
It has voted a $1,000 annual grant for each of three 
years to assist in the development of research and 
educational projects in proctology. 
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Ninth local chapter added. Wisconsin chapter president, Dr. C. 
G. Reznichek of Madison (left) presents the local charter to the 
newly-formed Rock County chapter in Wisconsin. Shown with 
Dr. Reznichek are the officers of the chapter, Dr. D. M. Clark of 
Beloit, president (standing next to Dr. Reznichek) ; Dr. Esther 
L. Ravof Janesville, secretary-treasurer; and Dr. Thorn L. Vogel 
of Milton Junction, president-elect. 


News from the State Chapters 


Tue new Rock County component chapter is the 
third to be formed this year in Wisconsin and brings 
the state’s total of local chapters to nine. Wisconsin 
chapter president, Dr. C. G. Reznichek of Madison, 
presented the charter to the Rock County chapter 
(see cut). Officers of the new group are Dr. D. M. 
Clark of Beloit, president; Dr. Esther L. Rau of 
Janesville, secretary-treasurer; and Dr. Thorn L. 
Vogel of Milton Junction, president-elect. 
> The fifth annual scientific meeting of the Florida 
chapter will be held October 17-18 at Orlando. Mem- 
bers of the Orange County chapter will be hosts. 

Dr. George Thomas Harrell, Jr., dean of the Col- 
lege of Medicine of the University of Florida Medical 
School, and Dr. Robert T. Spicer, dean of the Uni- 
versity of Miami School of Medicine, whoare partici- 
pants in the scientific program, will tell what the gen- 
eral practitioner should expect of and what he can 
contribute to medical education in Florida. There 
will be 12 other well-known physicians who will pre- 
sent scientific papers and take part in a clinical 
pathological conference. Dr. Leonard Weil, presi- 
dent of the Florida chapter, announces there will be 
afternoon and evening entertainment for the ladies. 

Dr. L. Paul Foster, editor of The Journal of the 
Florida Academy of General Practice, reports that they 
have increased the circulation of the Journal to in- 
clude all general practitioners in Florida. He feels 
this is a good way to please advertisers and also to 
contact the doctors whom they hope some day to 
have as members. 
> Academy president William B. Hildebrand will 
speak at the fall meeting of the Washington chapter 
which will be held October 29-30 in Tacoma. 

On August 6, the King County (Washington) 
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chapter sponsored a Mid-Summer Clinic Day in 
Seattle for Academy members in Washington. Ore- 
gon, and Idaho. The luncheon speaker was Dr. 
Roscoe Pullen, dean of Missouri University School of 
Medicine. 

> The annual “G.P. Luncheon” will be held Novem- 
ber 2 at the Sheraton-Park Hotel in Washington, 
D. C. during the First Interstate Scientific Assembly 
(joint annual meeting of the Medical Society of Vir- 
ginia and the Medical Society of the District of Co- 
lumbia). The luncheon will be shared with members 
of the District of Columbia chapter of the AAGP. 
> The Tidewater (Virginia) chapter held its annual 
meeting recently at the Norfolk Yacht and Country 
Club. Dr. Walter B. Martin, new AMA president, 
was guest speaker. An added feature of the meeting 
was the awarding of the Mead Johnson Scholarship 
certificate to Dr. Robert E. Sotta of Pittsburg, Kas., 
who has concluded a year’s internship at U.S. Public 
Health Hospital in Norfolk. New officers of the chap- 
ter are Dr. James Guy Price, president; Dr. Aubrey 
L. Shelton, vice-president; Dr. Meyer I. Krischer, 
secretary ; and Dr. Harry Taylor, treasurer. 

> The sixth annual meeting of the Utah chapter was 
held September 9-10 in Salt Lake City. Ten well- 
known physicians appeared on the scientific pro- 
gram. Luncheon speakers were AAGP President W. 
B. Hildebrand of Menasha, Wis., and Mr. Rollen Wa- 
terson of San Francisco, Calif. Mr. Edmund Harding 
of Washington, D. C. was banquet speaker. 

> During the recent 104th annual session of the 
Medical Association of Georgia, the Georgia chapter 
of the AAGP had a special luncheon. Dr. Frank M. 
Houser of Macon was luncheon chairman. Thirty- 
seven physicians attended. 
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Dr. Fred Simonton of Chickamauga, a member o' 
the AAGP’s Board of Directors, was elected speaker 
pro-tem of the Medical Association’s House of Dele- 
gates and chairman of one of the reference commit- 
tees. Academy member, Dr. Harry L. Cheves, MAG 
Councilor from the 10th district, was re-elected 
chairman of the 1954-55 council. 
> Dr. W. E. Henrickson of Poplar Bluff, Mo. has 
been appointed to fill the vacancy on the Missouri 
chapter’s board of directors left by the death of Dr. 
E. Claude Bohrer of West Plains. 
> General Practice Day at the Michigan State Med- 
ical Society’s meeting was held September 30 in 
Detroit. 

On November 10-11, the eighth fall postgraduate 
meeting of the Michigan chapter will be held in 
Detroit. There will be the election of officers and the 
annual banquet. 
> New officers of the Kansas chapter are Dr. Clovis 
W. Bowen of Topeka, president; Dr. Conrad M. 
Barnes of Seneca, vice-president; and Dr. Floyd E. 
Dillenbeck of El Dorado, secretary-treasurer. Dr. 
Lawrence E. Leigh of Overland Park is president- 
elect. 

The 1955 annual meeting of the Kansas chapter 
will be held in Hutchinson, Kansas. 
> Approximately 100 persons attended the first 
Mountain Top Medical Assembly held recently in 
Waynesville, N. C. The meeting was a joint session 
of the Haywood County (North Carolina) chapter of 
the AAGP and the Haywood County Medical 
Society. 
> The Colorado chapter will hold its annual meeting 
on Sunday, November 21, at the Broadmoor Hotel in 
Colorado Springs. There will be a symposium on the 
office procedures of the general practitioner. It will 
start at 10 a.m. and be an all-day session. 
> The Northern Illinois Regional chapter held a 
summer party July 22 at Rochelle Country Club, 
Rochelle, Ml. Other parties were held in August and 
September. A postgraduate lecture will be given on 
October 7. 

The scientific program of the Mlinois chapter’s 
seventh annual scientific meeting to be held October 
26-28 in Chicago will be presented by 19 guest 
speakers. The first day of the meeting will be de- 
voted to sessions of the Congress of Delegates fol- 
lowed by a dinner for delegates and their wives. The 
scientific program will be opened on the 27th by 
Dr. Pliny R. Blodgett, president of the Illinois 
chapter. 
> An estimated attendance of 3,000 New York state 
doctors is expected by the New York chapter at its 
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sixth annual meeting which will be held October 
11-13 in Syracuse. Welcoming the delegates to the 
meeting will be Academy President W. B. Hilde- 
brand, Dr. William G. Richtmyer, New York chapter 
president; Dr. Dan Mellen, president of the Medical 
Society of the State of New York; the Honorable 
Donald H. Mead, mayor of Syracuse; and Dr. Wil- 
liam R. Willard, dean of the State University of New 
York College of Medicine at Syracuse. 

More than 60 technical firms will exhibit at this 
meeting. An innovation will be a public forum to be 
conducted by a group from the Joslin Clinic in Bos- 
ton at 8 p.m. October 11 in the War Memorial, the 
site for all of the scientific lectures. 
> The Alabama chapter held its semiannual sem- 
inar at the Medical College of Alabama, Birmingham, 
on August 18-19. A highlight of the meeting was the 
first lecture in the new James S. McLester Lecture 
series. The late Dr. McLester was an honorary mem- 
ber of the chapter. Three clinics, one each on 
obstetrics, pediatrics and gynecology, were held and 
the scientific session closed with panel discussions 
on the three clinics. 
> The annual meeting and scientific session of the 
lowa chapter was held September 22-23 in Des 
Moines. Special luncheon speakers for the two days 
were Senator B. B. Hickenlooper of Iowa and the 
Countess Olga Pulaski. Countess Pulaski spoke on 
her “Experiences as a Spy for Stalin.” 

At a buffet supper, recognition pins were pre- 
sented to former chapter presidents and to Mrs. E. 
E. Shaw, widow of the late Dr. Ernest E. Shaw. Each 
year one lecture at the annual meeting is dedicated 
to him. 

The scientific program was presented by Dr. J. 
M. Stickney and Dr. Talbot Cooper of the Mayo 
Clinic, Dr. William M. Allen of Washington Uni- 
versity, St. Louis and Dr. Francis D. Murphy of 
Marquette University. 

On November 4 in Cedar Rapids members of the 
lowa chapter will hear Dr. Priscilla White of Joslin 
Clinic, Boston, and Dr. Lee Forest of Des Moines, 
speak. 
> The annual business meeting of the New Hamp- 
shire chapter will be held October 27 at Dartmouth 
Medical School in Hanover, N.H. This session will 
be held in conjunction with the usual all-day scien- 
tific program. 

In late summer the staff of Laconia hospital and 
the New Hampshire chapter jointly sponsored a 
clinic given by Dr. Siegfried J. Thannhauser, as- 
sociate physician-in-chief at the Joseph H. Pratt 
Diagnostic Hospital. 
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Veratrite® — practice-proved by more 

than 20 years of use in thousands of cases 
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Recently the medical staff of Huey P. Long 
Charity Hospital in Pineville, Louisiana 
offered a prize for the best essay based on the 
General Practice Residency Program at the 
Louisiana hospital. The winning essay, out- 
lining the advantages of a one-year general 
practice residency, was prepared by Lee 
Spring, M.D. 


The General Practice Residency 
at Huey P. Long Charity Hospital 
Pineville, Louisiana 


BY LEE SPRING, M.D. 


UNDER THE PRESENT SYSTEM of medical training in 
the United States there is one gap that is left 
unfilled. This is the void between the internship 
and general practice. If an intern chooses to spe- 
cialize, he receives three to five years more training 
before he is qualified to practice his specialty. On 
the other hand, if he chooses general practice, he 
is expected somehow to step into this very broad 
field without any training at all. No one realizes 
this void more acutely than the intern himself. 
The general practice residency at Huey P. Long 
Charity Hospital in Pineville, Louisiana is an 
attempt to bridge this gap. 

The general practice residency at Huey P. Long 
Charity Hospital is designed to give the resident 
in one year a great deal of experience in a wide 
array of problems that he is likely to meet in 
practice. 

Huey P. Long Charity Hospital is a modern 279 
bed general hospital. There is a physician adminis- 
trator, pathologist, radiologist, social service de- 
partment, pharmacy, and clinical and pathological 
laboratories. There is also new x-ray equipment, 
adequate operating room facilities, two delivery 
tables, special rooms and equipment for proctology 
and urology. 

Too often general practice residencies are “extra” 
departments in a specialty-divided hospital. Under 
this system, cases other than routine are assigned 


to the appropriate service. At Huey P. Long Char- 


ity Hospital the hospital staff is composed primarily 
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of the eleven general practice residents. On the 
more specialized services the general practice resi- 
dent is helped by a senior resident from Charity 
Hospital or Ochsner Clinic in New Orleans. There 
are two surgery residents with three general prac- 
tice residents on surgery, two OB-Gyn residents 
helping two general practice residents on OB-Gyn, 
one pediatrics resident and one urology resident. 
In addition there is a large staff of specialists in 
nearby Alexandria who are affiliated with Huey 
P. Long Charity Hospital and who are available 
for help whenever needed for consultation by tele- 
phone, to come see the patient, to aid in an opera- 
tion or to do special procedures such as broncho- 
scopy. Many of the doctors in town come to clinics 
to help there while others make rounds regularly 
or as requested, 

One of the weakest points of general practice 
training at the end of the internship is practice in 
surgery. To meet this need all services at Huey P. 
Long Charity Hospital are “operating” services. 
This is accomplished by combining urology cases 
with medicine. In addition every resident is on 
house call every tenth night when he does or 
assists on all emergency surgery. Also, every tenth 
night he is on the admitting room service where he 
does minor traumatic surgery. 

One good feature of the services as they are 
arranged is that the resident on surgery sees the 
patient in the clinic, admits him to his ward, works 
the patient up, operates on him, follows post- 
operative care, and then sees the patient for post- 
operative check-up much as he will in actual 
practice. 

The hospital has an active outpatient service 
with clinics for medicine, surgery, obstetrics, gyne- 
cology, pediatrics, diabetes, urology, dermatology, 
orthopedics, and oncology. Typically, the resident 
does ten or more hysterectomies, several Cesarean 
sections, appendectomies, herniorrhaphies, ton- 
sillectomies, and varied other procedures as the 
individual circumstances require. He acts as first 
assistant on most major surgery done by surgery 
residents. 

But actual experience under supervision is not 
the whole program. An active teaching program is 
carried out with a clinical professor from Tulane 
Medical School, visiting each service once a week 
and seeing all cases in the hospital with bedside 
teaching. There are also ward rounds by the local 
staff at regular intervals on some services and as 
requested on others. Each week there is a Clinico- 
pathological Conference led by one of the Tulane 
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consultants. Weekly lectures in anesthesiology wit|; 
demonstrations are also scheduled. 

Each month a staff meeting is held which is wel! 
attended by the local staff and all the residents. At 
these meetings a meal is served and the men in 
town have an opportunity to get well acquaintec 
with the resident staff. After the business meeting 
one or more cases is presented, discussed by 
staff member, and then opened to discussion. This 
close association with practicing physicians is es- 
pecially valuable to the residents who are planning 
to go into practice within the year themselves. 

During his twelve-month residency the resident 
Check these 10 features which distinguish rotates through eleven services: 3 months medicine 
the HANOVIA LUXOR ALPINE LAMP and urology, 3 months surgery, 2 months OB-Gyn, 

1 month pediatrics, 1 month admission room, and 
. Builds up rapidly to full intensity. 1 month circulating (helping on clinics, in emer- 
temp. gencies, and filling in for anyone on vacation). 
. Provides intense radiation and an even dis- : : . 
This gives the resident a well-rounded year of ex- 
. Shorter treatment time. , perience and equips him to go into general practice 
 Geceeiaeaameamecneee. with a fairly large backlog of experience and the 
. Low original cost, economical to operate. : assurance engendered by an extra year of practice. 
The pay is such that it is no hardship financially 

. Easy to operate. : 
Geant cilets tension. to spend an extra year in training, which is a very 
real issue after five years of expense and increasing 
indebtedness. The residents are paid $325.00 a 
month. Meals at the hospital and rooms for single 

residents are available at nominal cost. 
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WHAT OTHERS ARE SAYING... 


A Feature Writer Speaks Her Mind 


Harper’s MacazineE, LETTERS TO THE EpiTor, 
49 East 33rp St., New York 16, New Yorx 


Dear Sir: 

I AM GETTING just a little weary of hearing and 
reading about the monster, that is the medical 
doctor, as he has been painted by the current 
crop of magazine writers. It was bad enough in 
the sensational publications but when I picked up 
my copy of my favorite magazine this month and 
saw that it, too, had stooped to medic-baiting, it 
was too much. I have to pound my typewriter in 
protest. While Greer Williams has tried to be a 
little more fair than most, his article “Unjustified 
Surgery” does little more than add to the heap of 
unjust criticism that has been piled up against the 
medical profession and its members—good as well 
as bad. 

I would be the last person to say that all men of 
medicine are saints—noble creatures—dedicated 
to the service of the sick, poor and suffering hu- 
manity. I have met some who were cheap and 
mercenary and who would barter their souls or 
their grandmother’s dentures for an easy dollar. 

Doctors are people, with all of the virtues and 
all of the faults of all the rest of us. There are 
noble idealists and unscupulous charlatans in 
every profession, every occupation, my own not 
excepted. Still, I have not yet read any sensational 
magazine articles about reporters who sacrifice the 
freedom and objectivity of the press by getting 
themselves on the payrolls of labor, political, 
business and other pressure groups and use their 
reportorial positions to inject the policies and 
sentiments of their second-string bosses into their 
news writing. I cannot recall any glaring stories 
about business firms that pay premiums and give 
bonuses to customers who refer to them new cus- 
tomers, yet this is openly done. If it isn’t fee- 
splitting—what is it? 

But the general practitioner who refers a patient 
to a surgeon for a needed operation is castigated 
in the “glossies” and pictured as a fee-splitting 
monster. It is quite possible that the patient 
whose fee is being split may be a lawyer who makes 
regular gifts to newspaper men for keeping his 
name in print or who gives tips to court clerks and 
police officers for putting him next to potential 
clients. 

Greer Williams makes quite a whoop-te-do 
about ‘“‘needless surgery.” But does Greer 
Williams know that doctors’ offices are crowded 
with neurotic women, hungry for attention and 
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eager to undergo surgery or any kind of medical 
torture to be the center of attraction, even for 
only a little while? Does he also know that these 
women will shop around from doctor to doctor 
until they find one who will give them what they 
want and that they will stop at nothing to belittle 
or undermine the reputation of the honest doctor 
who has told them they have nothing wrong, that 
all they need is to stop thinking about themselves 
and get busy doing something for others. What is 
the young, beginning doctor to do—cater to his 
neurotic female patients or toss his career out of 
the window? 

The beginning, and few of the already “ar- 
rived” magazine writers will not scoff at their 
editors, no matter how foolish or impractical they 
believe their policies to be. Instead, they cater to 
their idiosyncrasies in order to make a living. 
They write what their editors and the public want 
them to write—because this is what sells. Why 
then is the doctor, who makes his foolish patient 
happy by giving her the operation she wants, and 
will get anyway, such a bogeyman? 

I am not a doctor’s wife, have no personal inter- 
est in the medical profession and am not on a 
medical society payroll. I have, however, seen 
many doctors in action—good ones far more than 
bad. I have seen them working with the flotsam 
and jetsam of the city’s streets, in hospital wards 
and clinics, giving them the same kind of care 
they would give to their well-paying, private 
patients, and getting nothing—not even thanks. 

I have seen middle-aged doctors collapse and 
die of acute and unsuspected heart conditions, or 


of diseases contracted in line of duty and brought , 


on by overwork. I have seen them leave very 
young children fatherless, because the long period 
of training a doctor must complete before he can 
hope to earn a living, discourages early marriage 
and fatherhood. 

To sum up, I am not only weary but consider- 
ably angry over the continued and unfair attacks 
on the medical profession and am, at this mo- 
ment, appointing myself a committee of one to 
advocate a moratorium on the “Let’s Rake the 
Doctor Over the Coals” campaign. 

Any story, no matter how exciting, gets tire- 
some after being told and retold until it gets 
threadbare. Right now my interest has reached 
the saturation point. 

‘There are any number of other juicy stories 
lying around for the magazine writers. Why not 
let the doctors alone for a few issues at least. 

Dorotuy W. Patrerson, FeaTURE WRITER 
Cuicaco Mepicat Society BULLETIN; 


Reprinted from Secretary’s Letter, American Medical 
Association, May 13, 1954. 
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Do you protect your patients 

with antitoxins and antibiotics 

and then expose them to the 
danger of virus infection? 


Today, with daily administering of injections, 
safe office practice calls for the complete steri- 
lizing technique of the hospital operating room. 


For there is no telling which patient’s blood 
stream carries dangerous sporulating bacteria 
or viruses that may be transmitted on inade- 
quately sterilized instruments. 


Therefore, every instrument touching the blood 
stream of any patient should be subjected to 
moist heat of 250° F. Any means of sterilization 
less effective exposes your patients to serious 
infection. 


PROTECT YOURSELF, 
YOUR PATIENTS, WITH 
A PELTON AUTOCLAVE 


To the private office, a Pelton FL-2 or HP-2 
Autoclave brings the safety plus the speed of 
hospital sterilization. It provides certain destruc- 
tion of bacteria and safely handles fabrics, gloves, 
and solutions, as well as instruments. Write for 
our booklet, “‘A-B-C of Autoclave Sterilizing”. 


FL-2 Autoclave cham- 
ber is 6” x 12”; HP-2, 
8” x 16”. Both are self- 
contained, efficient and 
easy to operate. 


Call your Pelton dealer or write today for literature 


~PELTON: 


Professional Equipment Since 1900 
THE PELTON & CRANE CO. + DETROIT 2, MICHIGAN 
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formulas 


to advance control in 
rheumatic disease 


APPLICATIONS 
F P-B-Sal-C for routine therapy in rheumatism and 
arthritis. 
P-B-Sal-C with COLCHICINE for diagnostic and specific 
control in gouty arthritis. 


rc P-B-Sal-C with ESOPRINE for greater relief in rheumatic 


disease associated with painful muscle spasm. (Fibrositis, 
myositis and bursitis.) 


SODIUM FREE for convenient therapy in rheu- 


matic conditions complicated by cardid-vascular disease. 


P-B-SAL-C 


BASIC FORMULA AND COMBINATIONS 
Each Tablet Contains 


1, P-B-Sal-C 
Sodium Salicyla' 
Para. 


Physostigmine Salicylate. .0.25 mg. (1/250 gr.) 
Homatropine 


4, P-B-Sal-C SODIUM FREE 
Ammonium Salicylate 
(replaces Sodium Salicylate in basic formula) 


(ULMER) 


ULMER 
PHARMACAL 
COMPANY 
Minneapolis 3, 
Minnesota 


+ mg. (1/125 gr.) 


esmad 0.25 Gm. (4 gr.) 
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WHAT OTHERS ARE SAYING... 


Training for General Practice 


THE IMMEDIATE PROBLEMS that confront medic: 
educators concerned with preparation for general 
practice are these unanswered questions: What is 
the nature of general practice? What can a geun- 
eral practitioner do and what should he not do? 
It is assumed commonly that general practitioners 
are capable of performing general medicine, gen- 
eral pediatrics and general obstetrics but that ma- 
jor surgery should be relegated to the specialist in 
that field. From an educational standpoint, such 
assumptions are difficult to defend or to apply in 
the curriculum leading to general practice. The 
scope and limitations of any field of medical prac- 
tice, whether general practice or specialism, are 
ever changing, influenced by sociologic trends, 
scientific and technologic progress and other fac- 
tors too numerous to mention. There is a growing 
awareness among medical school faculties that, as 
fields of study, general medicine and general sur- 
gery are similar in the manifestations of disease, 
diagnosis and management, differing only in the 
operative approach. Differences between general 
medicine and general pediatrics are based pri- 
marily on chronologic ages of patients. Obstetrics, 
while more amenable to definition, calls for in- 
creasing knowledge of physiologic adjustments of 
the pregnant woman as well as search for systemic 
disease; and, certainly, the obstetrician is con- 
cerned with two organisms (mother and child) 
throughout pregnancy as well as the separation 
effected at delivery. Similar comparisons may be 
made with other forms of medical practice. Such 
observations reemphasize that most diseases are 
protean in their manifestations, that no field of 
medical practice may be demarcated sharply, and 
that management of the patient demands not only 
attention to the specific disease entity but von- 
sideration of the adaptive responses of the patient 
as a whole to illness. 

Other pedagogic difficulties in training for gen- 
eral practice come to mind. It is conceded gener- 
ally that 70 per cent or more of illness in man has 
a psychosomatic or psychiatric background. That 
general practitioners have need for greater psy- 
chiatric training is admitted, but agreement has 
not been reached among psychiatric educators as 
to what kind of psychiatric training nor where it 
can be obtained. Many recent writers have em- 
phasized the need for more training in preventive 
medicine for general practitioners. Again, one en- 
counters involved problems which need clarifica- 
tion: What is the difference, if any, between pre- 
ventive medicine and public health? Does pre- 
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ventive medicine have a discipline and body of 
knowledge which can be taught to the medical 
student? Is not preventive medicine a “philoso- 
phy” of medical practice that should be practiced 
by all physicians at all times? What is known, 
scientifically speaking, about the predisposing 
factors of disease ? 

Recently, rehabilitation has been presented as a 
growing area worthy of the attention of general 
practitioners. As a field of study, rehabilitation 
transcends the concepts of physical medicine to 
encompass all fields of medical practice. But here 
a distinct challenge confronts the physician inter- 
ested in rehabilitation, namely, that of deriving 
comparative data in rehabilitation and physical 
medicine from the influences manifested by re- 
ligion, environment, occupation, sex, race, eco- 
nomic and social factors, law and other factors 
in daily life. 

When such data have been assembled, it is en- 
tirely possible that greater knowledge of the pre- 
disposing factors of disease may result, thus 
drawing together both the preventive and re- 
habilitative phases of illness. 

Inasmuch as the general practitioner fulfills the 
role of personal physician to the family, much is 
made in some quarters of the social conscience of 
the general practitioner. All will agree that a 
strong social conscience is mandatory to the in- 
dividual physician and that these qualities are es- 
sentially the attributes of a gentleman. Further- 
more, the qualities should be displayed by all 
members of the health team, i.e., the paramedical 
or ancillary personnel as well as the physician. 
And it is to be hoped that these same qualities ex- 
tend into all walks of life—the teacher, the busi- 
nessman, the politician, the banker, the laborer, as 
well as the patient himself. The development of 
these qualities in the medical student is best at- 
tained by the precept and example of physicians 
engaged actively in the care of the sick, whether 
on the medical school faculty or in private 
practice. 

Finally, it would appear that preparation for 
general practice demands comprehension of how 
the individual practitioner applies his art and his 
science. As in all educational processes, the 
student training for general practice must develop 
the ability to recognize and adjust to changing 
times. In school, the student is inculcated with 
the principles of medical science but the success- 
ful application of these principles to the practice 
of medicine requires continuous development 
which the physician must pursue as long as he 
practices. In no field of medical practice is this 
Statement more true than in the broad segment 
known as general practice.—Roscoe L. Pullen, 
M.D. in Missouri Medicine, May, 1954. 
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quickly restored 
normal levels... 


As so often happens during iron therapy, 
patients with nutritional deficiencies rise 

to sub-normal blood hemoglobin levels and 
go no further. This impasse is particularly 
apparent in treating older patients. 

Normal blood levels in most cases are 
quickly restored with Hematovals. Achlor- 
hydria does not complicate this therapy 
because iron content remains in the 
ferrous state during conversion. Hematoval’s 
intrinsic blood factors are suspended in 
soft, elastic capsules for quick 


fluid release. Maximal absorption is 
thus accomplished in the first few 
inches of the duodenum. 

Such management is unusually free 


from gastric discomfort. 


Hematovals 


EACH OVAL CONTAINS 

Ferrous Sulfate USP .. . 

(Fe 58 mg.) 
Liver Dessicated N. F... 2. 
Vitamin By2 USP. ...... 
Folic Acid 
Thiamine (HCL). 
Riboflavin Be. . . 
Pyridoxine (HCL). ..... 
Calcium Pantothenate . . 
Nicotinamide 

DOSAGE 


Oral administration: One or two 
Hematovals at meal times. 
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conclusions 


“... Unique blood-clotting faculty, acting 
promptly...will often obviate the use 
of transfusion....Preoperatively tends 
to reduce blood loss and to facilitate 
surgical procedures....Over an eleven- 
year period no untoward effects....”* 


KOAGAMIN is a parenteral hemostat 
containing oxalic and malonic acids in 
aqueous solution. Supplied in 10-cc. 
diaphragm-stoppered vials. 
*Joseph, M.: Am. J. Surg. 

87:905, 1954. 


CHATHAM PHARMACEUTICALS, INC. 


Newark 2, New Jersey 04654 


WHAT OTHERS ARE SAYING.. 


“What Do We Get?” 


“IN AN ENDEAVOR to recruit a colleague for mem- 
bership, the editor was asked, ‘What do we get for 
our money ?” To answer this question in a tangible 
way is almost as impossible as answering, ‘What 
do we get from sunshine, from love, from home, 
from taxes, from education, from citizenship, or 
from the heritage which is ours as doctors of 
medicine.’ 

“It might be said that ‘we get what we give.’ If 
we don’t give much we hardly should expect 
much. If we are content to ‘let George do it’ then 
those Georges who are doing the work will be the 
ones who will reap the rewards. Those who are 
looking for an opportunity or a chance to find 
fault will be those who will reap the rewards of 
faultfinding. Those who are content to sit on the 
side and never bothering themselves to learn the 
facts or participate in the activities of the organ- 
ization will find that their ‘interest received’ will 
be in proportion to their efforts expended. 

“Those Georges, Sams, Joes, Amoses, Gradys, 
and the many others who actively participate in 
the functions of the Academy can expect to re- 
ceive the satisfaction of knowing that they have 
been instrumental and influential in promulgating 
the concepts, tenets and high objectives of a medi- 
cal organization which was organized for the for- 
gotten soldier of American medicine, the General 
Practitioner, to help him become a better doctor 
and to render better medical care to his patients. 
To these men the question is never, ‘What do | 
get’ but ‘What can I give?’ In every meeting, 
throughout every discussion, they are trying un- 
selfishly to do a better job for the organization, for 
the General Practitioner, for the American medi- 
cine and for the American people. To them mem- 
bership in the Academy is a badge of distinction, 
an opportunity for service and an obligation to 
uphold the high ideals of the ethics of medicine. 
Twenty-five dollars ($25.00) to them is a small 
financial token for a given opportunity to serve on 
committees, boards, and the many possible ways 
to make the Academy not only a medical organ- 
ization but an outstanding service organization for 
their friends and colleagues in the practice of 
medicine. 

“It behooves every physician, general prac- 
titioner and specialist alike to take a professional 
inventory of himself and go through the ledger of 
his practice with a critical eye and record on the 
balance sheet of his professional conscience not 
only what he gets but also what he gives. Then 
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hang it on the wall of his memory as a reminder 
of his part given to the free enterprise of American 
Medicine. 

‘What do you get? What do you give? Have 
you brought in that colleague about the Academy ? 
Have you attended any seminars, postgraduate 
sessions, written any articles, given any lectures, 
mailed in your credit report or paid your 1954 
dues? (80 members have not.) It is up to you 
doctor; you are the only one who can answer 
these questions critically, justly, honestly. What 
is your answer?”—Reprinted from the March, 
1954 issue of The Tar Heel Practitioner, published 
by the North Carolina Academy of General 
Practice. 


WHAT OTHERS ARE SAYING... 


A Look at Undergraduate Education 


BaseD upoN the results of a questionnaire directed 
to general practitioners, the Undergraduate Edu- 
cation Committee of the First Council of the Col- 
lege of General Practitioners has recently pub- 
lished an interim report on the British medical 
curriculum. 

With regard to the school education of the pre- 
medical student, it was the general belief of those 
questioned that there was perhaps too much time 
being devoted at present to chemistry, physics, 
botany and zoology and that it would be well if 
“the last two years at school should be evenly 
divided between receiving a broad education and 
an introduction to the scientific method.” 

In selecting students for admission to medical 
school it was recommended that character, home 
background, heredity and school record all be 
given about equal consideration and that there 
be a general practitioner on each selection board. 

The present curriculum was thought to require 
a too detailed knowledge of anatomy; a needless 
expenditure of time in watching complicated 
specialized surgical techniques which will be used 
only by a few; an excessive amount of time on the 
diagnosis of obscure conditions; too little teaching 
of “the simpler variations in health and disease,” 
and too little attention to the needs of general 
practice. 

Lord Horder was quoted as favoring “‘less time 
over the intimate structure of the organ of Corti 
and the theories of color vision and more time 
over simple instruments by which the structure 
and function of the normal body are studied— 
I still meet doctors who have never seen the optic 
disk clearly, nor the vocal cords at all.” 

It was recommended that medical principles 
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Modernize your 


CASE HISTORIES 
and book-keeping system 


with INFO-DEX 
the streamlined record system 


¢ Your present records easily incorporated, no 
re-writing of old histories. 


¢ Unique attachment holds cards in correct 
sequence— impossible to lose cards. 

¢ Colored cards for obstet. cases, lab findings, 
X-ray, operative reports, etc., help find infor- 
mation quickly. 

¢ Simple diagnostic cross index of cases. 

¢ Also simple bookkeeping system. 


MEDICAL CASE HISTORY BUREAU 
17 West 60th Street—New York 23, N.Y. 
Please send free samples and catalog on ch 
and filing cabinets. GP-10 


Specialty 


A pleasant-tasting tablet...to be 


dissolved slowly in the mouth...not 


to be chewed or swallowed...made 


from milk combined with dextrins 
and maltose and four balanced non- 


systemic antacids...** 

Promptly stops ulcer pain...holds 
it in abeyance...and hastens ulcer 
healing. 

In tubes of 25 at all pharmacies. 

Physicians are invited to send for 

reprints and clinical test samples. 


E., J. Lab. 


*Steigmann, F.,and Gold 
& Clin. Med. 42:955 (1953). 


**Mg trisilicate, 3.5 Ca carbonate, 
carbonate, 


gr.; Mg oxide, 2.' -; Mg 
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should generally be demonstrated on a disease 
which is common rather than rare and that more 
attention be given dermatology, orthopedics, 
psychiatry, allergy, rheumatic disorders, diseases 
of the ear, nose and throat, pediatrics and geri- 
atrics. 

Continuity of responsibility was pointed out as 
the one main characteristic of general practice 
and the following ways of teaching this to the stu- 
dent were suggested : a student accompanying his 
instructor on consultation visits in homes; stu- 
dent reading of letters sent in to the hospital by 
the general practitioner in referring a case, and 
the letters sent back to the family doctor by the 
consultant; student attendance at health centers 
or general practice teaching unit attached to the 
medical school; preceptorships under general 
practitioners. 

It was concluded that “‘all doctors are members 
of a team and the student must be taught that, for 
the patient’s benefit, the coordination of all the 
different functions of the team is the responsibil- 
ity of the family doctor.” 

It is interesting that much of the thinking 
revealed in this report closely parallels that pre- 
sented in a similar report, recently made by the 


committee on undergraduate education of the 
American Academy of General Practice. Both of 
these reports are well worth careful study by the 
curriculum committees of all our medical schools. 
—Editorial in The Journal of Medical Education, 
August, 1954, 


WHAT OTHERS ARE SAYING... 


The General Practitioner 
and the General Hospital 


Unper the heading of “Medical Unit asks Hospital 
Rights—Delegates of General Practice Academy 
seek privilege of entering patients,” the New York 
Times of March 23, 1954 described the resolution 
adopted unanimously by the Congress of Dele- 
gates of the American Academy of General Prac- 
tice, demanding that all general practitioners 
have the right to place patients in hospitals. 
Those who are acquainted with hospital adminis- 
tration and management will welcome such a reso- 
lution, for it is a step in the right direction, even 


on 


Bates 


ACTIVE INGREDIENTS: BORIC ACID 2.0%; OXYQUINOLIN BENZOATE 0.02%; 
AND PHENYLMERCURIC ACETATE 0.02% IN SUITABLE JELLY OR CREAM BASES 


HOLLAND-RANTOS COMPANY, INC. « 145 HUDSON STREET, NEW YORK 13, N.Y. * MERLE L. YOUNGS, PRESIDENT 
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if it does no more than unite the medical profes- 
sion. Hospitals play a most prominent role in the 
modern practice of medicine. However, in the 
past decade there has been an increasing tend- 
ency to limit the visiting staff to those who are 
*‘Board Members” or specialists. While this prac- 
tice was at first limited to the general hospital in 
large cities, it is now spreading even to hospitals 
in smaller communities Consequently, the gen- 
eral practitioner has been squeezed out of the 
visiting staff, and he no longer enjoys hospital 
privileges, so much so, that he cannot even send 
his private patients into hospitals, and if his pa- 
tients are admitted, they have to be treated by a 
specialist. This practice has spread to such an 
extent that even in suburban areas where new hos- 
pitals have been built at the instigation, and with 
the help of the general practitioners of the neigh- 
borhood, the visiting staff is practically limited to 
specialists and to “Board Members,” frequently 
- the major department being headed by a full-time 
doctor. The more one sings the virtues of the gen- 
eral practitioner who is described in glowing 
terms as being the backbone of the practice of 
medicine, the more are his privileges taken from 
him and the more are his rights curtailed. Even 


in the very hospital which he has helped to build, 
he is looked upon with suspicion and often is 
only being tolerated there. 

It is time to re-evaluate the entire situation and 
to give medical practitioners the rights and privi- 
leges that are justly theirs. The very words “gen- 
eral practitioners of medicine” imply great re- 
sponsibilities and obligations. If American medi- 
cine is to maintain world leadership, it must find 
an adequate place for the general practitioners in 
the general hospital. There is entirely too much 
lip service given to. the subject. The simplest and 
the best solution of the problem is to appoint 
general practitioners to the visiting staff, and at 
least 50 per cent of the visiting staff should be of 
that category. They should be assigned for def- 
inite periods to work on a particular service, that 
they may keep abreast with the new contributions 
to every phase of medicine. Furthermore, all 
practitioners of medicine should receive an as- 
signment in the clinics and in the Out Patient 
Departments. Only then could we equitably solve 
the entire problem of the place of the general 
medical practitioner in the general hospital.— 
Editorial in Bulletin of the Medical Society of the 
County of Kings, April, 1954. 


The Calendar Holds the Key... 


In tension-anxiety states, consider 
premenstrual tension . . . when cramps, leg 
pains, nausea, irritability, insomnia, and 
edema appear regularly before menstruation. 
Evidence shows these symptoms are 
due to excess fluid balance—effectively 
reduced in 82% of cases with M-Minus 5.1 


1. Vainder, M.: Indus. M. & S., 22:183 


5° 


Antitensive and Analgesic 


for Premenstrual Tension 
Acetophenetidin. . . . . 100 mg and Dysmenorr hea 


Dose: One tablet q.i.d. starting 
5 days before expected onset of : 
menses, WHITTIER LABORATORIES, 919 North Michigan Ave., Chicago 11, Ill. 


GP © October, 1954 


; 
| 
\ 
a 
f \ 
‘a 
| 
183 


Ants in the Printer’s Plants 


The second call was at 9:23 p.m. to 1909 Main where 
Kathleen overheated. Damage was minor. Fisher lived. 
A furnace there was.—Pasco (Wash.) Tri-City Herald. 


DEADLY HUMOR 


Austin’s specialty is milking the poisonous venom from 
rattlesnakes. It is used in the manufacture of snake-bit 
anecdotes.—Butler County (Kan.) News. 


ROMANTIC DIET 
Called White Diet Bread, the new loaf is said to have a 


calorie content as low as any of the dark loves. 
—Greensberg (Pa.) Review. 


FAT FLEE 


Heretofore there has been no charge other than a fat 
operating-room fee of $20.—Report of a hospital 
board meeting in the Brooksville (Fla.) Sun. 


BLI$$FUL RECOVERY 


Albert Johnson has returned to work after being laid 
up for five weeks because of an insured knee.—Newton 
(Kan.) Spotlight, newspaper of Bethel Deaconess 
Hospital. 


DIPLOMATIC STEW? 


Churchill conferred privately with Dulles. This con- 
ference had been set for yesterday afternoon but was 
put over because the 79 year old Churchill took a long 
nap after a prolonged luncheon which included more 
than two dozen congressional leaders. 


—Chicago Tribune 


DIAPER RASH with severe 
excoriation before use of 
Silicote 


DIAPER RASH completely 
cleared after the use of 
Silicote 


An Entirely New Principle of 
Skin Protection in 


CONTACT DERMATOSES 


Silicote forms an effective repellent that guards skin against irritants, 
and permits diseased skin to heal. When properly applied, can neither 
be seen nor felt on the skin. 

Silicote contains no water-soluble or water-miscible ingredients. 
Adheres so firmly to skin that from 7 to 14 washings are required to 
remove a single application. Yet Siliccte is non-occlusive and permits 
skin function. 

Effective in many cases “almost without exception, failures under 
currently acceptable and recommended forms of therapy.’” 


1, Talbot, J. R., MacGregor, J. K., and Crowe, F. W.: J. Inv. Derm. 17:125 


Contains Silicones (dimethylpolysiloxane) 30% 
in specially refined petrolatum base. 


Body Secretions 
Urine—Feces 
Saliva—Perspiration 
Soap—Detergents 
etics 
Cutting Oils—Coolants 
Acids—Alkalies 
Wool—Plastics 
Weeds—-Grasses 
Fruits Juices, Etc, 


ARNAR-STONE LABORATORIES, INC., 1316 Sherman Ave., Evanston, Ill. 


Diaper Rash 
Housewife’s Eczema 
Occupational Dermatoses 
Incontinence 
Proctitis 
Chafing—Intertrigo 
Fissured Lips 
Chapped Skin 

Adjacent Maceration of: 
Colostomy 
lleostomy 
Decubitus Ulcer 
Diabetic Gangrene 
Peri-anal Psoriasis 
Draining Fistulas, Etc. 


in 1 oz. tubes and 1 Ib. jars. 


Samples and Reprints on Request 


SILICONE OINTMENT 


In Canada: Brent Laboratories, Ltd., Toronto 
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